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mattress 


MODERN SURGI CAL TECHNIC indicatés 
the Finest suture compatible with safety. 


LONDON HOSPITAL CAIGUT pr 
under the Ministry of Health can be relied upon 
for STERILITY, TENSILITY,ELASTICITY KABSORBABILITY. 


LONDON HOSPITAL CATGUT 


Principal Agents throughout Australia 


MeEssas. F. H. FAULDING & CO., LTD. 
James Place, Adelaide. 313 Murray Street, Perth. 98 Castlereagh Street, Redfern Park, Sydney,N.S.W. 123/125 Lonsdale Street, Melbourne. Charlotte Street, Brisbane 
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X-Ray Apparatus 


—can be used wherever an electric 


light or power point is available 


The SF-1 X-Ray Apparatus brings to the Medical 
Profession the manifest advantages of a small shock- 
proof X-Ray Apparatus, which serves equally well in 
the consulting room, Hospital Ward or patient's home. 


Easily transported—quickly assembled. Plug it into 
the nearest outlet for electric light, and do the job. 


With the Ampoule placed between the patient's legs, 
radiography of the surgical neck of the Femur may be 
practised with ease and safety, whether the patient 
is in bed, or in a Balkan Frame or other Apparatus. 


Special wiring is quite unnecessary. The SF-1 can 
be used at full capacity wherever an outlet for electric 
light is available. 


Achievements incorporated 


in the design of the SF-1 


Full protection against high tension shock and stray X-Radiation 
J is provided for both Operator and Patient. 


The Apparatus may be completely dismantled in a few moments 
for carriage to patient’s home or Hospital. Time for reassembly 
is equally brief. 


Radiographic speed is a responsible factor for the sparkling 
Radiographs obtainable with the SF-1 X-Ray Apparatus 


Simplicity of control and facility in operation are salient features. 
No experience, X-Ray or electrical, is required to enable the 
Apparatus to be assembled and successfully operated 


The compactness of the Ampoule Head—the total absence of 
& exposed high voltage parts permits the Apparatus to be operated 

in positions hitherto unobtainable. 

The facility with which the operator is able to faithfully repeat 

his technique at all times—even under abnormal line conditions 

—reduces the necessity for ‘‘retakes.”’ 


Illustrated catalogue gladly forwarded on request. 


WATSON VICTOR 


Australia and New Zealand 
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HEMOPLASTIN 


HEMOPLASTIN is a recently developed coagulant obtained 
by improvement of our former product, Hemostatic Serum 
(La Penta). Hemoplastin represents a decided improvement 
over serum-containing coagulants, inasmuch as it contains no serum 
proteins. Both laboratory and clinical studies have indicated the 
; improbability of untoward effects of any kind following adminis- 
tration of Hemoplastin, regardless of the method of application. 
The possibility of protein reaction has been completely eliminated, 
and the likelihood of other anaphylactic disturbances occurring 
has been minimised. Clinical experience has corroborated the 
laboratory findings, and shows that protein reactions are not 
observed following the use of this product. 


The hemostatic effect of Hemoplastin is determined by physio- 
logical tests on dogs, and the standard required is that it must 
reduce the coagulation time of the blood to one-third of its normal 
value within two hours of an intraverous injection. 


ri Hemoplastin surpasses other coagulating agents in hemostatic 
action, and, as at ordinary room temperature, it will retain its 
efficacy for at least three years, it may be kept ready at hand in : 

anticipation of emergency. 


For parenteral administration Hemoplastin is issued in vials of f 
2 cc. and 5 c.c. 


PARKE, DAVIS & COMPANY 
‘ G.P.O. Box 4198 XX, SYDNEY 


Laboratories: Rosebery, Sydney. Inc. U.S.A. Liability Ltd. 
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JOHN WEISS & SON, LTD. 


287 OXFORD STREET, LONDON, W.1. 


Telegraphic Address: ESTABLISHED 1787 “Lithotrite, Wesdo, London.” 


MAINS TRANSFORMER 
LIGHT and CAUTERY 


This Unit has been specially designed for the Medical Bag, and to eliminate the troublesome 
dry cell battery. From the ordinary A.C. lighting circuit a safe low voltage output current 
is obtained free from possible earth shock, for simultaneous Light and Cautery operation. 


Size 6” x 3” x 3”, weight 33 Ibs. 


Chromium plated front panel carrying pilot light, main “on” and “‘off’’ switch, two radial 
theostats for light and cautery, four terminals for pin or fish-tail tags, the whole contained in 
ebonised box with necessary two yards of connecting hygienic flex and plug adaptor. 


PRICES: 


Cautery output, 20 amp. 
(When ordering please state voltage of mains supply.) 
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RADIOGRAPHS PROVIDE DIAGNOSTIC FACTS 


No. 5 OF A SERIES... 


It zs 
Cancer ! 


Made in Australia 


KODAK 
Dupli-Tized 
ULTRA- 
SPEED 
X-RAY 
FILMS 


enable your radiologist 
to obtain that minute 
definition in pathological 
shadows which is so 
essential in differential 


diagnosis. 
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REAST tumors—malignant or benign—often are not detected in 
their first stages due to the patient’s inattention, indifference, or 
fear; or, occasionally, to inadequate evaluation of symptoms. 

Yet early detection is imperative. 


X-ray examination is a most valuable and accurate aid in recognising 
and differentiating breast tumors. X-rays will reveal evidence of them 
without exploratory section. Biopsy can be limited to those cases that 
radiographically prove characteristic. 


The radiograph reveals early normal or pathological changes, obviates 
repeated palpation, especially in the obese, makes conclusive dif- 
ferential diagnosis in patients at the cancer age. Serial radiographic 
study permits follow-up of doubtful cases, facilitates pre-operative 
recognition of carcinoma. 


Refer suspicious cases to your Radiologist, early. 


KODAK (A/sia) PTY. LTD. 


Sydney, Melbourne, Adelaide, Brisbane, Hobart, 
Perth, Townsville, Toowoomba, Rockhampton 


KODAK X-RAY 
LABORATORY 
MANUAL 


containing full informa- 
tion regarding Develop- 
i of X-Ray Films, 
Clinical Photography, 
Infra-Red work, etc. 


WRITE FOR YOUR COPY 


4lso stocked by 
KODAK, New Zealand, LTD. 


Wellington, Auckland, Dunedin, Christchurch 
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MERSON’S STERILE EYELESS NEEDLE SUTURES 


NEEDLES OF 
CARBON-STEEL 
MATERIAL IS 
—finest CONTINUOUS 
—— WITH NEEDLE 
and point— 
—no doubling 
—greatest of thread— 
strength— 


Note how suture end is 
securely held within the 
hollow head 


A WIDE RANGE OF MERSUTU RE NEEDLES CAN NOW BE 


SUPPLIED ATTACHED TO CATGUT, BRAIDED SILK OR SILKWORM GUT 
EVEN GOSSAMER-FINE 


Trauma reduced to a 
minimum 


G. F. MERSON Lrtp. 


EDINBURGH, SCOTLAND 


Supplies may be obtained from the following, who are Sole Agents for 


Merson’s products in their respective territories and carry adequate stocks: 


AUSTRALIA 

Drug Houses of Australia Ltd., Incorporating : 
WESTERN AUSTRALIA - - - Felton, Grimwade & Bickford Ltd., PERTH 
SOUTH AUSTRALIA : - - A. M. Bickford & Sons Ltd., ADELAIDE 
VICTORIA : - - Felton, Grimwade & Duerdins Ltd., MELBOURNE 
NEW SOUTH WALES - - - Elliotts & Australian Drug Ltd., SYDNEY 
QUEENSLAND) - - T. & E. (Surgical) Ltd., BRISBANE 


{ Dental & Medical Supply Co., Ltd. 
NEW ZEALAND 4 AUCKLAND — CHRISTCHURCH —— DUNEDIN 


| WELLINGTON (Head Office). 
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3451.—Diamond 
Clip Brooch, 
£75. 


3454.—Diamond Brooch. 


Wm. Drummond & Co. 


Jewellers 


344-346 COLLINS STREET, MELBOURNE, C.1 
ESTABLISHED IN MELBOURNE SINCE 1850 
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D & G Sutures are issued for usage under British Ministry of Health Licence No. 032-C. 


Australian Agent: W. Ramsay (Surgical) Pty. Ltd., 340 Swanston Street, Melbourne, C.1. 


British Medical Ageury of New South Wales Ltd. 


B.M.A. HOUSE, 135-137 MACQUARIE STREET, SYDNEY. 
The Official Agency of the B.M.A. (N.S.W. Branch). 


Our Services include: Supplying of Reliable Locum Tenens, Assistants, etc. ; 
Valuation, Sale, and Purchase of Medical Practices, Partnerships, etc.; 


Advice on Life and Endowment Assurances; Agents A.M.P. Society. 
Trustees, B.M.A. (N.S.W. Branch) Superannuation Sickness and Accident Fund. 


(Open to members or potential members of the Branch.) 
All Fire and Accident Insurances Effected. 
Bookkeeping and Accounts Service. Duplicating and Copying Service. 


FREE ADVICE 
in strict confidence, on all matters connected with the business side of medical practice. 


Consult Us For All Medical Agency Work. 


Write, Telephone, or Call on 


E. J. L. DAVIES, Secretary. ‘Phone: B 4159. After. Business Telegraphic Address: 
Locumtens, Sydney. 


| 
DAVIS & GECK, INC. 217 DUFFIELD STREER - BROOKLYN, NEW YORI 
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CHATEAU TANUNDA 
BRANDY 


Since ‘89 
from Pure Grape Wine 


The quality of the grapes produced at the 
famous Chateau Tanunda Vineyard is second 
to none in the world. Chateau Tanunda 
Brandy is distilled from the purest wines made 
from these luscious grapes, and it retains the 
valuable ethers which go to make its medicinal 
properties. Its distillation is carried out under 
Government supervision. Chateau Tanunda 
Brandy is supplied to most Hospitals and 
Government Institutions throughout Australasia. 


Proprietors: 


B. SEPPELT & SONS LTD. 


Head Office at 
SEPPELTSFIELD, SOUTH AUSTRALIA. 


a Branches at Sydney, Melbourne, Adelaide, 
Brisbane, Fremantle and Broken Hill. 
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Make... ) 


The Hotel of Distinction’ 


Your Home when next in Melbourne 


Comfort 
and 


Courteous 


Attention 


Inclusive, or Room 


and Breakfast Plan 


Table d’Hote or 
a la Carte Cuisine. 
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24th YEAR. The ONLY BRITISH SURGICAL JOURNAL. Established 1913. 


Subscriptions may commence at any time, 42/- met per annum, post free. Issued Quarterly, Single 
Numbers, 12/6 net. Bound Volumes, 49/6 net each. Cases for binding, 4/- net; or each Volume bound 
complete for 7/6 net, post free, on receipt of the four Numbers. Volumes commence in July, subse- 
quent numbers being issued in October, January, and April. Title and Index with April number. 


British 
Journal Surgery 


UNDER THE DIRECTION OF THE FOLLOWING EDITORIAL COMMITTEE: 
GEORGE E. GASK, C.M.G., D.S.O. (London), Chairman. 


SIR HUGH DYKE ACLAND, C.M.G., C.B.E. | HUGH LETT, C.B.E. (London). 
(Christchurch, N.Z.). | ADAMS A. McCONNELL (Dublin). 
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E. W. HEY GROVES (Bristol), Editorial Secretary. 


CHARLES H. FAGGE (London). | MAJOR-GENERAL J. W. WEST, C.B., C.M.G., 


Established in 1913, each volume contains about 800 pages, lavishly illustrated with between 500 and 
600 original figures, many of which are fully coloured, and all are produced only after the utmost 
care has been taken to secure accuracy of detail, form and colouring. The contents are made up of 
Original Papers, Descriptive Accounts of Contemporary Surgery in other Countries, Articles on 
Surgical Technique, Experimental Surgery, Short Notes of Rare or Obscure Cases, and Critical 
Reviews of Surgical Books, etc. 


“Remarkable for the excellence of its illustrations.”—BritTisH MEDICAL JOURNAL. 

“Need fear comparison with none. We would impress upon all surgeons the need to subscribe to this 
Journal.”—LANCET. 

A GENERAL INDEX OF THE FIRST 10 VOLUMES OF THE JOURNAL (1913-1923) has been 
prepared, uniform in size with the page of the Journal. Cloth, gilt lettered. Price 5/- net. 

ALSO: GENERAL INDEX, VOLUME 2 (Ten Volumes, 1923 to 1933). Price 10/6 net. 


ATLAS OF PATHOLOGICAL ANATOMY, under the Editorship of E. K. Martin, M.S., F.R.C.S., of 
University College Hospital, London, describes some of the most instructive and historical specimens 
in the Hunterian Museum of the Royal College of Surgeons and in other Museums. The descrip- 
tions are illustrated both in colour and black-and-white, and with X-ray pictures and drawings of 
maicroscopical sections. 


Vol. I contains Fasciculus I, TUMOURS OF BONE; II, DISEASES OF THE STOMACH; III, 
DISEASES OF THE BREAST; IV, DISEASES OF THE KIDNEY; V, DISEASES OF THE GALL- 
BLADDER AND BILE-DUCTS; INFLAMMATION OF BONE. Vol. II contains Fasciculus VI, 
DISEASES OF THE JOINTS; DISEASES OF THE THYROID GLAND; VII, DISEASES OF THE 
THYROID GLAND; DISEASES OF THE MOUTH, PHARYNX AND (CSOPHAGUS; VIII, DISEASES 
OF THE ALIMENTARY CANAL; IX, DISEASES OF THE GENITO-URINARY SYSTEM AND OF 
THE APPENDIX; X, GANGRENE; FIBROCYSTIC DISEASE OF BONE; MISCELLANEOUS. 


BOUND IN CLOTH, with Index and Title, price 75s. net each volume. 
Any Fasciculus supplied bound in stout paper covers at 21/- net, or 15/- net to Journal subscribers. 


JOHN WRIGHT & SONS LTD., Publishers, BRISTOL, ENGLAND. 
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BOOKS 


Bailey and Love’s SHORT PRACTICE OF 
SURGERY 
Third Edition. With 763 Illustrations (88 
Coloured). Demy 8vo. 28s. net; postage 
ls. 6d. 
A . the authors are past masters in the 
teaching of surgery.’"—Medical Press and 
Circular. 


Bailey’s DISEASES OF THE TESTICLE 
With 129 Illustrations (10 Coloured). 
Medium 8vo. 12s, 6d. net; postage 8d. 

. . . all that anyone need know on the 
subject."— Lancet. 


Love’s SHORTER SURGERY 
A Practical Manual for Senior Students. 
Third Edition. With 96 Illustrations. Demy 
8vo. 16s. net; postage 10d. 
. . a convenient and readable guide.”— 
British Medical Journal. 


Roche’s UROLOGY IN GENERAL PRACTICE 

Demy 8vo. With 3 Coloured Plates and 40 
Text Illustrations. 17s. 6d. net; postage 10d. 
(General Practice Series.) 
“Mr. Roche not only knows what the prac- 
titioner requires, but manages to supply it 
in an interesting manner, and in excellent 
English.”"—The Lancet. 


Complete Catalogue 


London: H. K. LEWIS & CO. 


Telegrams: Publicav 


Lake and Marshall’s SURGICAL ANATOMY 
AND PHYSIOLOGY 

With 238 Illustrations (many Coloured). 

Demy 8vo. 30s, net; postage Is. 3d. 

“ . . the best English textbook on the 
subject.”—British Medical Journal. 


Fisher’s INTERNAL DERANGEMENTS OF 
THE KNEE-JOINT: Their Pathology and Treat- 
ment by Modern Methods 

120 Illustrations. Second Edition. 

8vo. 15s. net; postage 10d. 

“An admirable monograph.’’—The Practitioner. 


Fisher’s TREATMENT BY MANIPULATION: 
A Practical Handbook for the Practitioner and 
Student. 
Second Edition. 62 Illustrations. 
Svo. 9s. net; postage 10d. 
“We can strongly recommend this book.’’— 
St. Bart.’s Hospital Journal. 


Demy 


Demy 


Fifield’s MINOR SURGERY 
Second Edition. tevised by McNEILL 
LOVE, M.S. With 281 Illustrations. Crown 
Svo. 12s. 6d. net; postage 10d. 

. . . this book has the great merit of 
achieving exactly the purpose with which 
it was written.”—Lancet. 


post free on request. 


LTD., 136 Gower Street, W.C.1 


it, Westcent, London. 


ELECTRIC 


AND 


TURKISH 
BATHS 


OPEN EVERY DAY FOR MEN 
AND WOMEN 


Recreational Exercise Includes— 


BADMINTON 

DECK TENNIS 
TABLE TENNIS 
SQUASH RACQUETS 


All work is under the personal supervision 


of Mr. P. W. PEARCE. 


A special feature of our work is corrective exercises for children. 
All remedial treatment is done only under medical direction. 


CANBERRA HOUSE, 


PEARCE2< Pty { t 360 LITTLE COLLINS ST. 
72 © ‘Phone 7092 Central. 


DOCTORS ARE CORDIALLY INVITED TO INSPECT 
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SURGICAL EMERGENCIES IN CHILDREN. 
By HAROLD C. EDWARDS, M.S., 
F.R.C.S. Pp. 274. 99 illustrations. 

12s. 6d. 


KGOHLER’S RONTGENOLOGY. Translated 
by DR. A. TURNBULL, B.Sc., Ch.B. 
Second Edition. Pp. 682. 401 illustra- 
tions. 50s. 


SURGERY OF THE SYMPATHETIC 
NERVOUS SYSTEM. By PROF. G. E. 
GASK, C.M.G., F.R.C.S., and J. PATER- 
SON ROSS, M.S., F.R.C.S. Second 
Edition in the Press. 16s. 


TEXTBOOK OF RGNTGENOLOGY. By 
B. J. M. HARRISON, Ch.B., D.M.R.E. 
Pp. 826. 238 illustrations. 45s. 


THE THYROID, SURGERY, SYNDROME 
AND TREATMENT. By E. P. SLOAN, 
M.D. Pp. 486. 99 illustrations. 45s. 


DISEASES OF THE RECTUM AND 
COLON. By J. P. LOCKHART- 
MUMMERY, F.R.C.S. Second Edition. 
Pp. 606. 250 illustrations. 35s. 


THE FOOT. By NORMAN C. LAKE, M.D., 
M.S., F.R.C.S. Pp. 328. 99 Illustra- 
tions. 12s. 6d. 


MODERN TREATMENT OF BURNS AND 
SCALDS. By PHILLIP H. MITCHINER, 
M.D., M.S., F.R.C.S. 2 coloured and 16 
plain illustrations. 5s. 


MECHANICS OF NORMAL AND PATHO- 
LOGICAL LOCOMOTION IN MAN. By 
PROF. A. STEINDLER, M.D. Pp. 424. 
453 illustrations. 36s. 


INFECTIONS OF THE HAND. By A. B. 
KANAVEL, M.D. Second Edition. Pp. 
552. 216 illustrations. 30s. 


CLINICAL ASPECTS OF VISCERAL 
NEUROLOGY. By W. K. LIVINGSTON, 
M.D. Pp. 254. 46 illustrations. 18s. 


PRACTICAL NEUROLOGICAL DIAGNOSIS. 
By R. GLEN SPURLING, M.D. Pp. 234. 
99 Illustrations. 18s. 


BAILLIERE, TINDALL AND COX 
7 and 8 Henrietta Street, London, W.C.2 


* To widen the margin 


and non-staining. 


Can be supplied by 
all Chemists in 
bottles 2/- each, and 
in larger sises for 
Medical and Hospi- 


‘DETTOL’ is _ non-poisonous 


‘DETTOL’ is readily miscible 
with water in all proportions. 


of safety...“DETTOL’ 


The properties of ‘Dettol’ permit its use at effective 
strengths (for dilutions see directions), and it thus 
possesses marked superiority over carbolic and 
cresylic antiseptics. 


*‘DETTOL’ has a Rideal-Walker 
co-efficient of 3.0, which is well 
maintained in the presence of 
blood, pus and other organic 
matter. 
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E. & S. LIVINGSTONE, Medical Publishers, 16 ana 17, Teviot Place, EDINBURGH 
Just Published HANDBOOK OF SURGERY 1986 


By ERIC C. MEKIE, M.B., Ch.B., F.R.C.S.Edin. 

Medical Officer, Malayan Medical Service; Formerly University Tutor, Royal Infirmary, Edinburgh ; 
Assistant, Department of Clinical Surgery, University of Edinburgh; Surgical Specialist, Military 
Hospital, Scottish Command. 

With a Foreword by JOHN FRASER, M.C., M.D., Ch.M., F.R.C.S.E., Regius Professor of Clinical Surgery, 
University of Edinburgh. 

Crown 8vo, 712 pages, Illustrated with diagrams. Price 12s. 6d. net. Postage 6d. 

“A book which is accurate in its presentation, inclusive in its detail, and yet sufficiently concise to be appre- 

ciated and digested within a reasonable period of time.’-—-ExTRACT FROM FOREWORD. 


ILLUSTRATIONS OF REGIONAL ANATOMY 
RECENTLY By E. B. JAMIESON, M.D. PUBLISHED 
Senior Demonstrator and Lecturer, Anat. Dept., University, Edinburgh. 


Section Plates Price Postage Section Plates Price Postage 
I.—Central Nervous System 48 7/- 5d. Ill.—Abdomen - = = = 37 5/6 4d. 
Il.—Head and Neck - - - 61 10/- 6d. IV.—Pelvis - - - - - = 30 3/6 4d. 
V.—Thorax - = = 2 4/- 4d. 
Complete Set - - - = = = = = «= 203 Plates. Price 30/-. Postage 7d. 


Each Section is bound attractively in loose-leaf form for ready reference. Descriptive Illustrated Prospectus 
on application. 
TWO FURTHER NEW SECTIONS IN THIS SERIES JUST PUBLISHED (OCTOBER, 1936) 


Section VI.—Upper Limb. - 42 Plates. - Price 7/6 net. - Postage 5d. 
’ VIl.—Lower Limb. - 52 Plates. - Price 10/- net. - Postage 6d. 


All the Plates in these new sections will be Coloured with the exception of three in the Upper Limb. 


A 1935 NEW_ EDITION 


HANDBOOK OF ANAESTHETICS 


By J. STUART ROSS, M.B., F.R.C.S. Edinburgh, and H. P. FAIRLIE, M.D., Anesthetist to the 
Western Infirmary, Glasgow, etc. 
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SOME RECENT WORK IN ANATOMY BEARING ON 
SURGICAL PRACTICE. 


By W. P. GowLanp, 
Professor of Anatomy, University of Otago, New Zealand. 


I HAVE selected three subjects, the bladder and rectum, visceral pain 
and nerve grafting. In a short review of this kind it will, however, be 
impossible to refer to the voluminous literature or to enter into a full 
discussion of controversial views, and all that will be attempted will 
be a brief statement on some points that may be of interest to surgeons. 
As the sympathetic nervous system will be frequently referred to, it is 
necessary to indicate the terminology to be used. The system is at 
present imperfectly understood, and it is quite impossible to subdivide it 
functionally, so that for the present we must continue to use the 
anatomical classification introduced by Langley and Gaskell, that is: 
(i) A part connected with the thoraco-lumbar region of the spinal 
cord which appears to include the whole of the sympathetic chain. This 
will be known here as the ortho-sympathetic. (ii) A part connected with 
both the mid-brain and the hind-brain and with the sacral cord. This 
bulbo-sacral part will be known here as the para-sympathetic. 


THE BLADDER AND RECTUM. 


Considerable attention has been directed lately to the bladder and 
rectum, and it is clear that the neuro-muscular mechanisms involved 
in micturition and defecation are very similar. The rectum may, in 
fact, be regarded as a fwcal bladder, and in both instances we have 
to deal with an expulsive and a sphincteric apparatus which under 
normal conditions should work harmoniously together. I shall deal here 
only with the sphincteric apparatus, as there is considerable lack of 
agreement regarding its structure, function and terminology. 

Both in bladder and rectum the sphincteric apparatus may be 
divided into two parts: (i) A non-striated part, which is situated 
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proximally and which is a development of the ordinary circular muscular 
coat of the region. (ii) A striated part which is situated distally, but 
which nevertheless overlaps the non-striated part. It is a development 
of the original striated sphincter which surrounds the orifice of the 
cloaca. 

It is necessary to consider these two parts in more detail. 


The Non-Striated Sphincter. 


In the rectum the non-striated sphincter is usually known as the 
sphincter ani internus and it surrounds the upper part of the perineal 
rectum (anal canal). In the bladder it is perhaps best known as the 


Striated Sphincter of Urethra 


Striated Sphincter of Rectum 


Fieure I. Diagram of a sagittal section of the urethra and rectum in the male. 


non-striated sphincter of the urethra, for, although it controls the orifice 
of the bladder, it is really more closely associated with the urethra. 
This muscle has attracted the attention of anatomists during the last 
eighty years, and the names of Henle, Versari and Kalischer may be 
particularly mentioned. More recently we have the work of Young and 
Wesson, McCrea and Ortmann and Christiansen, the two last-mentioned 
having made radiographic studies after the intravenous injection of 
“Uroselectan”. It must be admitted, however, that the details are far 
from clear, and this is perhaps not surprising when one considers the 
difficulty of tracing the arrangement of sheets of smooth muscle and the 
complication introduced by the overlap of the striated sphincter. 
The muscle may be regarded as a thickening of the circular coat of 
the proximal part of the urethra, but the arrangements are obscured, 
more especially in the male, by the development of the prostate, by the 
distortion produced by the separation (during development) of the points 
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of entry of the ureter and common ejaculatory duct and by the necessity 
of dissociating urination from ejaculation. It is usually stated that the 
muscle surrounds the neck of the bladder and extends down the upper 
third of the prostatic urethra, gradually thinning as it descends 
(Figure II, A). It is intermingled with the posterior longitudinal fibres 
of the detrusor, and, according to some, with the fibres of the trigonal 
muscle, though this is denied by others. 

Some Scandinavian authorities, however, consider that the muscle 
extends through the whole length of the prostatic urethra, and even 
suggest a division into two thickened parts, one above and one below 
the veru montanum (colliculus seminalis). The upper or proximal part 
(Figure II, B) is said to be more especially concerned with ejaculation 


Non-struated Non-striated 
Sphincter of Urethra Sphincter of 
Urethra 


Perineal Membrane Perineal Membrane 


B 


Figure II. Diagrams showing the non-striated sphincter of the urethra. 
A: As usually described. B: Alternative arrangement. 


and to act by closing the bladder orifice and so preventing the reflux of 
semen. It is claimed to be the only part of the sphincter supplied by 
the ortho-sympathetic. The lower or distal part (Figure II, B) is then 
thought to be the part most intimately concerned with micturition 
and to be mainly supplied by the para-sympathetic (sacral part via the 
pelvic nerve). If this be so, then the action of this lower part could 
easily be confused with that of the striated sphincter, as after 
prostatectomy. 


The Striated Sphincter. 


When the cloaca becomes separated into the rectum and the uro- 
genital sinus (forming bladder and urethra), the original cloacal 
sphincter may be considered to undergo a similar division into two 
parts separated by the perineal body: (a) the striated sphincter of the 
rectum, usually known as the sphincter ani externus; (b) the striated 
sphincter of the uro-genital sinus. 

The Sphincter Ani Externus (Figure I). Here controversy has 
chiefly centred round the situation of the sphincteric mechanism, which 
must be intact in order that control shall be preserved. Milligan and 
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Morgan, in a recent paper, consider that control depends mainly on a 
ring of muscle which they call the ano-rectal ring, and which they place 
at the junction of the pelvic and perineal parts of the rectum, or, in 
other words, surrounding the upper part of the anal canal. Lockhart 
Mummery, however, is supported by Denny Brown in the belief that 
the non-striated sphincter can be divided without loss of control. 
According to them, control depends entirely on the sphincter ani externus, 
and Denny Brown further believes that this muscle is quite superficial 
and is capable of closing only the distal part of the perineal rectum. 
An elaborate subdivision of the muscle into parts seems rather theoretical 
and it is difficult to improve upon the original description of Roux, who 
compared it to a boat with its long axis antero-posterior. The keel of 
the boat has in it an opening, the anus, and here the muscle is attached 
to the skin forming the subcutaneous part. The free upper edge of the 
muscle is pierced by longitudinal fibres from the rectum and the levator 
ani. These longitudinal fibres also pass between the two sphincters, 
and the non-striated fibres in particular splay out in the perineum, where 
their action can be well seen in cauda equina lesions with the striated 
muscle paralysed. 

The sphincter ani externus differs from the striated sphincter of the 
urethra in that normally, like the rest of the perineal musculature, it 
is in a state of mild tonus only (especially in the erect posture), and 
does not therefore require to be specially relaxed during defecation. 
The only condition which appears to produce spasm of the muscle is 
local pain, especially at the anus. The sphincteric action of the levator 
ani on the rectum is very doubtful, and it probably acts mainly by 
pulling the anus up over the faecal mass. 

The Striated Sphincter of the Uro-Genital Sinus. The striated 
sphincter of the uro-genital sinus becomes again subdivided into super- 
ficial and deep parts, which are separated by an intermuscular septum, 
extending out to be attached to the ischio-pubic ramus on either side. 
This septum is now known as the perineal membrane (Figure I), or as 
the triangular ligament of the bulb, since it serves to attach the erectile 
tissue of the bulb to the bone. It is this structure which was formerly 
referred to as the superficial layer of the triangular ligament, but as the 
deep layer is non-existent, a change in terminology has become necessary. 
It may be pointed out that the bulb is primarily a bilateral structure 
and remains bilateral in the female, whilst in the male the two halves 
fuse. The old idea of a triangular ligament pierced by the urethra and 
vagina is of course quite inconsistent with the passage of the foetal head 
during parturition. The two halves of the perineal membrane must in 
the female act as hinges, allowing further separation of the two halves 
of the bulb. 

We are not at present concerned with the superficial part of the 
sphincter of the uro-genital sinus, for it gives rise to the superficial 
perineal muscles, more especially the bulbo-cavernosus and the ischio- 
cavernosus, which are mainly associated functionally with the erectile 
apparatus. 
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The deep part, on the contrary, forms a muscle known as the 
striated sphincter of the urethra (Figure I). It surrounds the whole 
urethra in the female and the membranous and prostatic parts in the 
male. It is considerably interfered with by the development of the 
prostate, more particularly behind and at the sides, but it nevertheless 
extends right up to the neck of the bladder, where its fibres have been 
found by McCrea intermingled with those of the non-striated sphincter. 
The part of the muscle surrounding the membranous urethra is better 
developed and is often known as the compressor urethre, whilst its 
extension out to the bone has been called the transversus perinei 
profundus. It is, however, much simpler and actually more correct to 
avoid all this subdivision and to describe the whole of the deep part of 
the sphincter of the uro-genital sinus as a single muscle and to call 
it the striated sphincter of the urethra. It is clear, therefore, that we 
are not in a position to be able to say that the striated and non-striated 
sphincters of the urethra are separated by an interval of an inch, and 
we must discard the idea of the striated sphincter as situated between 
two layers of a triangular ligament. 


The Nervous Control of the Bladder and Rectum. 


With regard to the nervous control of the bladder and rectum, 
considerable difficulty is experienced in assessing the relative parts 
played by the various plexuses and by the brain and spinal cord. Denny 
srown attributes an important part to the local nerve plexuses, even to 
the intramural ones, and these plexuses certainly appear capable of 
‘arrying out a type of automatic micturition when the bladder is 
completely cut off from the central nervous system. However this may be, 
the local mechanisms are controlled from the higher centres as follows: 
(i) The striated muscle by the internal pudic nerve. (ii) The non- 
striated muscle by the sympathetic nervous system via two routes: 
(a) From the sacral cord via the pelvic nerve (para-sympathetic). It 
may be pointed out here that, although the para-sympathetic supply of 
the distal colon and rectum is usually stated to come entirely from the 
sacral cord, there is still some doubt as to the part played by the vagus. 
Some authorities, in fact, consider that the vagi supply the gut as far 
down as the anal sphincters. (b) From the thoraco-lumbar cord via the 
lumbar splanchnics and the presacral nerve (ortho-sympathetic). 
Perhaps in the interests of medical students and of those who have to 
teach them, one may be allowed to enter here a plea for the abolition of 
the term presacral nerve. This structure rarely resembles a nerve trunk, 
and is not presacral, but prelumbar. It is usually a typical ganglionated 
plexus like the cardiac, solar and other plexuses, and, like them, consists 
of an interlacing mass of nerve fibres held together by fibrous connective 
tissue and containing ganglia, many of which are microscopic in size. 
If, therefore, an alternative to the old term hypogastric plexus is 
required, it will be preferable to call it the interiliac plexus. 

The idea so largely prevalent that these two systems, ortho- 
sympathetic and para-sympathetic, are normally balanced, one against 
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the other, lacks proof, and the results obtained by electrical stimulation 
are often contradictory, being found to vary with the type of anesthesia 
and the state of tonus of the muscles concerned. It is important to 
realize that this must also apply to stimulations carried out during 
surgical operations on man, and it would seem that the presence in both 
ortho-sympathetic and para-sympathetic of motor and inhibitory fibres 
must be admitted. 

Many support Cannon in his belief that the ortho-sympathetic is 
essentially an emergency mechanism, brought into action only under 
certain special conditions, of which ejaculation appears to be one. 
The para-sympathetic would certainly seem to be the more important 
controlling factor in normal micturition and defecation, and it is 
therefore the ortho-sympathetic which has been usually subjected to 
operative interference in cases of supposed imbalance. What must be 
postulated to justify operation in such cases is some overaction of the 
system which presumably might also be remedied by adrenalectomy. The 
question of interfering with ejaculation must also be taken into account. 


Young and Wesson have resuscitated the suggestion first made by 
Versari that the non-striated sphincter of the urethra might be 
mechanically pulled open by the fibres of the trigonal muscle as they 
straighten during contraction. This is, of course, not impossible, but it 
would seem to be a unique arrangement, and still leaves the opening 
of other sphincters to be explained by the more probable contraction- 
inhibition mechanism provided for by reciprocal innervation. 


PAIN IN VISCERAL DISEASE. 


Another subject which is attracting a good deal of attention is 
that of pain in visceral disease. 

For the purpose of this paper the thoracic viscera will be excluded, 
and T shall confine my remarks to those in the abdomen. A careful review 
of most of the work done on the subject makes it possible to put 
forward a working hypothesis which will, of course, require testing by 
further clinical observations. It is at least consonant with modern 
neurological knowledge, and it is necessary to refer briefly to what is 
perhaps one of the most striking developments in that knowledge, that 
is, the idea that nerve impulses, on reaching the termination of a 
neurone, give rise there to chemical substances of various kinds. These 
chemical substances are produced not only at the synapse between two 
neurones, but also at the termination of neurones in effector agents, such 
as muscle. It is now believed that nerve impulses do not actually 
traverse synapses, but that the chemical substance produced by the first 
neurone acts as a stimulus for the setting up of a new impulse in the 
second neurone. These discoveries open up various problems in nerve 
transmission, which may be interfered with if the chemical substance 
is insufficient in amount or is too rapidly decomposed. Something of this 
kind seems to occur in the disease known as myasthenia gravis, which 
has been treated by the injection of prostigmine or similar substances. 
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This is supposed to counteract the decomposition of the acetylcholine, 
normally produced at the myo-neural junction, but the details are as yet 
unsettled. 


Substances allied to acetylcholine, such as mecholyl and doryl, have 
been administered in arterial hypertension and in cases of distension of 
the bowel. 


Perhaps the important thing from our point of view just now is 
the fact that nerve impulses are something like drops of rain, which do 
not differ much from one another, but which produce different effects 
according to at least two factors (a) the speed with which they follow 
one another, that is, the frequency of the impulses; (b) the duration of 
the shower. 

We can see, then, that impulses may have to arrive with a certain 
frequency and to have a certain duration in order to produce enough 
chemical substance to excite another neurone. The variation in threshold 
occasioned by alterations in the duration of a shower of impulses forms 
the basis of what is known as chronaxie. 


In this way impulses traversing a neurone which has several different 
synapses, may be able to select one pathway in preference to others. It 
is also considered that chemical substances produced in the tissues may 
irritate the terminals of sensory nerves. Such substances may be 
metabolites resulting from local activity, and may, when allowed to 
accumulate owing to some circulatory defect, produce impulses leading 
to a sensation of pain. This is thought to be the mechanism of production 
of the pain felt in ischemic heart muscle in cases of coronary thrombosis. 
It is at least possible that substances capable of exciting sensory nerves 
may be produced in the tissues as a result of the arrival of impulses 
along efferent sympathetic nerves. Overaction of the cervical sympathetic 
has been thought in this way to produce facial neuralgia by irritating 
the terminals of the trigeminal nerve. 

Turning now to the abdominal viscera, these are known to be 
supplied with afferent fibres (receptor neurones) which run in the 
splanchnic nerves to the lower half of the thoracic sympathetic chain 
and then via the rami communicantes to the thoracic cord. The unipolar 
cell bodies of these neurones are believed to be situated in the ganglia on 
the dorsal roots of the thoracic spinal nerves, that is, in the same ganglia 
as the cell bodies of the neurones which transmit impulses from the 
skin and parietal peritoneum of the abdominal wall (Figure III). The 
nerve fibres from the viscera reach the dorsal grey column (posterior 
horn) of the cord and there enter into synapses, at which the nerve 
impulses that they transmit give rise to chemical substances. Now, it is 
well known that receptor neurones entering the cord may branch and 
engage in more than one synapse. It is not, therefore, unreasonable to 
assume that these particular fibres from the viscera may synapse round, 
and so initiate fresh impulses in, two classes of secondary neurones in 
the dorsal grey column. 


346 THe AUSTRALIAN AND NEW ZEALAND JOURNAL OF SURGERY. 


1. Neurones (Figure III, a) which form part of the normal pathway 
from the viscera to the brain. Here, according to their number and 
frequency, and consequent variation in chemical substance produced, 
they may give rise on the one hand to a general feeling of well-being, 
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Ficure III. Diagram showing the possible nerve pathways in the causation 
of visceral pain. 
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or, on the other hand, to a feeling of malaise, which, under certain 
conditions, such as ulceration or inflammation of the viscus, may 
culminate in abdominal pain. This pain appears to be felt in the viscus 
itself, but it is poorly localized, and resembles the type of pain which 
Head designated in the skin as “protopathic”. This pain is then in no 
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sense “referred”, but has its own distinct pathway to the brain, possibly 
in the vicinity of the lateral spino-thalamic fasciculus. 

2. Neurones (Figure III, 6) which are normally concerned in trans- 
mitting impulses from the skin of the abdominal wall, both to the brain 
(cutaneous pain) and to the cells in the ventral grey column (anterior 
horn) of the cord, thereby producing reflex contraction of the abdominal 
muscles. It may be presumed that impulses from normal viscera do not 
excite these neurones owing to an insufficiency of chemical substance, 
but that those from diseased viscera, owing perhaps to their greater 
frequency and duration, may be adequate. In these circumstances the 
brain receives impulses which originate in the viscera, but which it 
“refers” to the abdominal wall. This “referred pain” is of a more highly 
evolved and discriminative type and is more accurately localized. At 
the same time, the characteristic “rigidity” may be observed. 

It would appear, then, that, as Ross originally believed, there are 
two distinct varieties of pain in disease of the abdominal viscera, the 
direct and the referred. The latter, with its associated rigidity, may 
be regarded as a special protective mechanism which is manifested in 
the walls of the celom when its contents are diseased. The two kinds of 
pain may be seen clinically in the early and late stages respectively of 
certain cases of obstructive appendicitis. 

The explanation of referred pain given above will be seen to be, 
after all, merely an expansion of Mackenzie’s views, though he thought 
that all visceral pain was referred. His terms “leakage or overflow”, 
“viscero-sensory and viscero-motor reflex”, although open to criticism, 
are substantially supported by the recent advances in neurology. The 
so-called “irritable focus” in the cord which leads to hyperalgesia in 
the skin, may be regarded as an accumulation of chemical substance 
produced by impulses from the viscera and reinforced when the skin is 
stimulated. 

Nevertheless, certain criticisms have to be met. Morley, for example, 
rejects the idea that impulses coming directly from the viscera can 
excite a purely somatic pathway. He argues that pain referred to the 
skin is the result of impulses coming not from the viscera but from the 
parietal peritoneum, which is innervated by branches of the same somatic 
nerves that supply the skin (Figure III). He refers to this process 
as “peritoneo-cutaneous radiation”, and, although its occurrence must 
certainly be admitted, there are many difficulties in the way of regarding 
it as the sole cause of referred abdominal pain. Morley relies largely for 
support of his views upon the “shoulder tip pain” felt when the central 
part of the diaphragmatic peritoneum is irritated. This would certainly 
seem to be a good example of peritoneo-cutaneous radiation, although 
Pollock and Davis have adduced a totally different explanation as the 
result of some remarkable experiments on animals which I do not 
feel competent to criticize. They believe that afferent impulses traversing 
the phrenic nerve can give rise to pain only by first leading to reflex 
sympathetic effects in the skin of the shoulder. These reflex effects are 
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supposed to produce a chemical substance which then irritates the 
terminations of the cervical nerves. 

It would seem reasonable to admit the occurrence not only of 
“peritoneo-cutaneous radiation”, but also of “viscero-cutaneous 
radiation”, and I am quite unable to find anything in our present 
knowledge of neurology that negatives the latter. 

There is, however, still another objection to be dealt with, that is, 
the claim made by Lemaire and others that local anesthesia of the 
skin to which the pain is referred, abolishes or at least diminishes the 
sensation. Lemaire himself argues that this favours the view that the 
“leakage” into the somatic pathway must occur through a synapse 
between the visceral and somatic receptor neurones in the dorsal root 
ganglia instead of in the cord. There is, however, absolutely no evidence 
of the existence of such synapses, and de Castro, with an unrivalled 
experience in this field, categorically denies their presence. Further, 
Woollard and Carmichael, using cases in which the phrenic nerve was 
being avulsed, claim that local anesthesia of the shoulder region has 
no effect on either the character or the intensity of the “shoulder tip 
pain” felt when the nerve trunk is stimulated directly. 

It would seem not impossible to get this question settled one way 
or the other, and if it should prove that local anzsthesia does actually 
abolish referred pain, an explanation can still be given in terms of the 
hypothesis stated above. It is only necessary to point out that nerve 
impulses are constantly streaming into the nerve centres from the skin. 
These are the so-called “silent impulses”, called silent not because they 
are producing no effect, but because they do not enter consciousness as 
a sensation. It may be supposed that ini order to produce referred pain 
they are summated with the impulses from the viscera or parietal 
peritoneum. Local anesthesia would then act by blocking these silent 
impulses and so either abolishing or diminishing the referred pain. 


NERVE GRAFTING. 


Lastly, we come to the subject of nerve grafting. For a long time it has 
been known that a muscle can receive functional innervation from a motor 
nerve other than its own proper nerve, and advantage was formerly taken 
of this by anastomosing either the spinal accessory or hypoglossal nerve 
to the distal end of the divided facial nerve. It has also been demonstrated 
that the cut end of the motor nerve can be grafted directly into a muscle 
with a functional result. Sir Charles Ballance has extended these 
observations by showing that sympathetic nerve trunks can_ be 
anastomosed with cranial nerves, such as the hypoglossal. The pre- 
ganglionic sympathetic fibres were found to grow into the tongue with 
the formation of typical motor end plates, and it was possible to cause 
the muscular tissue to contract by stimulating not only the sympathetic 
chain, but also the hypothalamic pupil-dilating centre in the fore-brain. 
Still more remarkable is the fact that receptor neurones (afferent or 
sensory fibres) can establish functional connexions with muscles for 
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motor purposes. Boeke (1917) showed that receptor neurones, when 
sutured into muscles, could give rise to endings resembling motor end 
plates; but only within the last year or two has Weiss succeeded in 


demonstrating conclusively 
that functional connexions can 
thus be established. Weiss pro- 
ceeded by first depriving a 
spinal nerve of all its motor 
fibres by appropriate section 
and degeneration of the ventral 
root and of all sympathetic 
connexions. He then implanted 
either the central end of the 
dorsal nerve root or the peri- 
pheral end of the whole spinal 
nerve into” striped muscle 
(Figure IV). In both cases 
contraction of the muscle was 
obtained when the nerve was 
electrically stimulated. This 
demonstrates that receptor 
neurones can establish fune- 
tional connexion with muscles 
for motor purposes, not only in 
the direction of normal con- 
duction, but also when the con- 
duction is antidromic. Apart 
from the intrinsic scientific 
importance of this work, which 


Figure IV. Diagram illustrating the experi- 
ments of Weiss in transplanting receptor 
neurones into muscle. 


at present has been carried out only on amphibia, it is possible that at 
some time it may be found of value in surgery. 
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RECENT OBSERVATIONS ON REFERRED PAIN. 


By GILBERT PHILLIPS. 
[From the Department of Surgery, University of Sydney. ] 


How do centripetal impulses, set up in afferent nerves from a viscus, 
cause pain in dermatomes remote from the anatomical site of the diseased 
organ? This question may be taken as the theme of this article, which 
will not concern itself with considerations other than those germane 
to the problem of the manner of “reference” of pain from viscera to skin. 
The neurological basis of this mechanism may be discussed in detail 
without reference to the question of the reality or not of splanchnic 
pain, that is, pain appreciated in consciousness as the result of impulses 
arising in visceral structures and travelling to cerebral centres 
by visceral afferent nerve fibres without the intermediation of 
somatic nervous connexions. It is well known that pain may be felt in 
dermatomes in visceral disease, for example, on the medial aspect of the 
arm in angina pectoris or on the shoulder from subdiaphragmatic 
disease, although in the past where the painful dermatome was closely 
related to the diseased organ, as, for example, in gastric ulceration, 
contrary opinions were held as to the localization of the pain in the 
viscus itself or in the overlying abdominal parietes. It was pointed out 
long ago, and has recently been confirmed,’ however, that in these 
cases the situation of the pain is unchanging during alteration in 
position of the diseased viscus. 

The perception of pain in dermatomes as the result of visceral 
disease involves the “transference” of nerve impulses from visceral 
afferent fibres to somatic afferent fibres. This “transference” may take 
place in one of two situations, namely, in the grey matter of the 
spinal cord, or at peripheral nerve terminations in the skin. James 
Mackenzie’ was impressed with the fact that in visceral disease the 
pain often felt in the skin was situated in dermatomes at the same 
spinal level as the afferent fibres from the diseased organ. He noted 
that the pain did not include the whole of one or more dermatomes, 
but that it usually involved a skin area including portion of one or 
more dermatomes. He noted, too, that the painful area did not 
correspond with the peripheral distribution of any cutaneous nerve. His 
attention was focused, therefore, on the spinal grey matter as the site 
of transference of impulses from one system to the other, and he 
postulated the theory of the “irritable spinal focus” which has satisfied 
clinical attention in the past. 

Mackenzie in his writings does not speculate on the possibility of 
peripheral “transference” of autonomic impulses, and, indeed, in the 
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absence of evidence which we now possess concerning recurrent nerve 
fibres in the dorsal spinal roots and the chemical transmission of nerve 
impulses, it is little wonder that even to his thoughtful mind such a 
mechanism did not occur. On the other hand, he was by no means 
completely satisfied with his theory. He writes: 


There is one peculiar and puzzling feature about the reflex stimulation set 
up by a visceral affection, namely, that pain is practically the only sensation 
evoked. The only explanation I can suggest is that for other sensations, apart 
from pain, a special receptor organ is necessary, for we know that in the skin 
there are special spots which are susceptible only to heat or cold, and unless 
the stimulation reaches the central nervous system by the special organ at the 
periphery for receiving these sensations, the stimulation of these nerves at higher 
levels gives no response. On the other hand, in disease of the central nervous 
system other sensations may arise, such as formication, which are supposed 
to be due to stimulation of particular nerve fibres. 


Mackenzie’s explanation will not do, as we know now? that the 
end organ may impose varying frequencies of impulse transmission on 
nerve fibres in response to graded stimulation or adaptation, but does 
not play any part in determining the characters of the impulse or at least 
of its action potential. The quality of nerve impulses depends, as far as 
we know, on the particular nerve fibres by which they are transmitted, 
although the question of whether the central effects of any stream of 
impulses are conditioned by the antomical distribution of the nerve 
fibres in which they are travelling or by the characters of the impulses 
themselves,” still remains open. There does not appear to be any reason, 
therefore, why, if in an “irritable spinal focus” visceral afferent impulses 
overflow into neurones whose axones ascend in the posterior spino- 
thalamic tract (pain), they should not also excite those whose axones 
ascend in the anterior spino-thalamic pathway (touch). 


Mackenzie’s reference to formication brings to mind the fact that 
in disease of the spinal cord itself the subjective symptoms are confined 
to paresthesiw, such as numbness, tingling and formication, and that 
pain is often notable by its absence. It is only when the dorsal roots are 
involved as by neoplasm or in herpes zoster that pain becomes an early 
and prominent symptom. 

There is, however, one fact which appears at first sight to support 
Mackenzie’s theory and to suggest that in the presence of an “irritable 
spinal focus” light touch to the skin may elicit pain. The analogy to 
“referred pain” is not exact, as we have been considering the perception 
of pain without skin stimulation, whereas in an instance to be described, 
light touch on the hairs or skin appears to elicit pain. This is, therefore, 
rather an instance of cutaneous tenderness in the presence of an 
“irritable spinal focus” than spontaneous pain as the result of it. The 
important question, however, appears to be whether impulses which 
under normal circumstances excite touch receptors, can at other times 
give rise to pain. It is a fact that in an animal in which the spinal 
cord has been completely divided, gentle handling of the hairs of the 
dermatome immediately above the level of the spinal section appears to 
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cause the animal pain. In an “acute spinal cat” this treatment will 
arouse not only a vocal protest from the animal, but also struggling 
movements of the forequarters and attempts to bite the offending finger. 
Stroking movements one or two skin segments higher will cause purring. 
If the hairs have been shaved away before operation, light touch on the 
skin of the dermatome immediately above the level of spinal section will, 
in addition to the apparent pain response quoted above, also cause 
retraction of the stimulated skin. There is little doubt that in this case 
there is hyperexcitability of spinal neurones in the cord segment or 
segments immediately above the level of section, due no doubt to disturb- 
ances of blood supply. In good preparations, indeed, objective signs of 
central irritation, such as erection of hairs or spontaneous contractions 
of the musculature of the myotome above the level of section, may be 
present. In this instance one is justified in assuming the presence of an 
“irritable spinal focus”, but there is no justification for assuming that 
the animal really feels pain; and Waterston,’”’ as well as others, has 
pointed out that the presence of pain may not be judged by the appear- 
ance of “pain-associated phenomena”. To give further point to this 
argument the experience of an exact observer (Sherrington’*’) may be 
quoted : 

By applying a mustard leaf over the front of the upper part of the sternum, 


I can produce in myself the sensation of a patch of unpleasantly tingling character 
referred to the inner side of each upper arm, just above the inner condyle. 


Had Sherrington experienced pain he would have described it as 
such; instead he produced a “referred paresthesia”, if one may use 
this term, and such a sensation is not unlike those other abnormal 
perceptions which occur in disease of the spinal cord. Admittedly 
Sherrington’s perceptions were charged with emotional tone of a dis- 
agreeable nature, as were those of the “acute spinal cat”, but the former 
were not described as painful, and there is no evidence that the latter 
were other than unpleasant. The significance of this distinction was 
apparently not realized by Mackenzie, who described Sherrington’s 
experiment as an example of the radiation of pain. 


On reflection, then, the case of the “acute spinal cat” provides no 
further evidence for the truth of the “irritable spinal focus” theory. We 
cannot consider the question of cutaneous tenderness further without 
entering upon a discussion of the extensive problems associated with 
cutaneous pain per se, but before leaving the question I shall quote an 
interesting experiment, which proves the failure of intense stimulation 
of touch fibres alone to elicit any painful or even disagreeable sensation. 
This observation is Waterston’s,'®’ who demonstrated that the epidermis 
might be shaved off down to the level of the stratum mucosum without 
producing any sensation other than touch. Histological examination 
of the skin slices revealed the presence of nerve fibres which Waterston 
argued reasonably were touch fibres. Since Adrian has shown‘ that 
a high frequency discharge is set up in nerve fibres when they are 
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sectioned, this is proof that under normal conditions pain is not produced 
by stimulation of nerve fibres or nerve endings in the epidermis. 


On the other hand, it is common for patients suffering from inflam- 
matory or neoplastic disease of the peripheral nervous system to complain 
of painful skin areas which may or may not be tender to light touch. 
We should inquire, therefore, into the possibility of a peripheral 
“transference” of impulses from visceral afferent to somatic afferent 
fibres on a segmental basis, so that cutaneous tenderness, muscular 
tenderness and pain might appear in dermatomes and myotomes corres- 
ponding to the segmental supply of the diseased viscus. Many observers 
have noted that “referred” pain and cutaneous tenderness in visceral 
disease.may be abolished by the injection of local anesthetics into the 
skin of the affected dermatomes and by anesthetization™! or 
destruction '”’ of the peripheral nerve supply of the affected skin. These 
observations indicate that it is necessary in visceral disease for impulses 
to pass to and from the skin before “referred” pain and cutaneous 
tenderness may be perceived. That impulses do pass in both directions 
when “referred” pain is felt, and that the latter is the result of some 
local change which takes place in the skin, is shown by Forman’s®? 
observation that the injection of normal saline solution into the affected 
dermatomes will abolish pain and tenderness as effectively as anzs- 
thetization. It is not improbable, therefore, that some local chemical 
change occurs in the skin which may be altered or neutralized by normal 
saline solution. Additional support is given to this conclusion by the 
observation’ that “referred” pain may be diminished or abolished 
by local physical or thermal changes at the skin surface (rubbing, cold, 
et cetera.) 

It is proper to examine the question whether neurological pathways 
exist which will permit the “transference” of impulses from autonomic 
to somatic nerve fibres in the skin, and, if so, whether our knowledge 
of the mode of transmission of nerve impulses will allow us to consider 
such “transference” possible. To take the first part of this inquiry, 
it may be said at once that the Bell-Majendie law of the polarity of 
conduction of the dorsal and ventral spinal roots has been discarded as 
the result of the finding that many dorsal root fibres are centrifugal 
and that some ventral root fibres are centripetal. Without delving into 
early controversies on these points, one may refer to Ken Kuré’s work 
on spinal parasympathetic fibres in the dorsal roots.”°’ He stated that 
the fine medullated fibres, which he believed comprised some 40% of the 
dorsal root fibres, carried centrifugal motor and vasomotor impulses 
to the viscera and skin. More recently, Matthews”® and Barron and 
Matthews" have demonstrated fibres in the dorsal roots carrying 
impulses from the spinal cord towards the periphery. These appear to 
comprise about 30% of the total. Windle“ and others have described 
cells of the sensory type in the ventral spinal roots of man and other 
mammals. Cautious opinion continues to regard the function of these 
fibres (antidromic they may be called, since the impulses which they 
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convey run against the main stream) as not yet proven; but there does 
not seem to be any reason why visceral afferent impulses arriving at the 
spinal cord should not set up a discharge in either the antidromic fibres 
of the dorsal roots or in the preganglionic fibres of the grey rami com- 
municantes, whose post-ganglionic connexions are distributed to the skin. 
That some such mechanism is probably involved is suggested by the 
recent work of Pollock and Davis.‘*°’ They report: 

The pain produced by faradic stimulation of the peritoneal diaphragm travels 
over the phrenic nerve, entering the cord by way of the posterior roots; it descends 
to the level of the eighth cervical and first, second and third thoracic segments; 
then a connexion is made with cells in the intermedio-lateral column, and 
sympathetic efferent impulses travel over the pre-ganglionic fibres through the 
anterior roots to the cervical sympathetic ganglia. From here post-ganglionic 
fibres travel to the skin, blood vessels, meninges and other structures, where, by 
some vasomotor or hormonal process, the sensory endings of the cerebro-spinal 
system are stimulated and a sensory impulse travels over the ordinary cerebro- 
spinal system, enters the cord through the posterior roots and ascends to 
consciousness. 


Pollock and Davis used animals, and record the respiratory move- 
ments in order to estimate the presence or absence of a painful response 
to visceral stimulation. They were alive to one of the main objections 
to this method. They write “We do not subscribe to the view that the 
presence or absence of pain can always be recognized by respiration 
alone.” Nevertheless, they have proved that respiratory changes of 
the pain association type are abolished by section of any part of the 
neurological pathway which they have described above. The bearing of 
one particular experiment on Mackenzie's “irritable spinal focus” theory 
should be emphasized. Pollock and Davis found that if the spinal cord 
had been sectioned at the level of the seventh cervical segment, no 
disturbance of respiration or any other pain association phenomenon 
took place when the diaphragmatic pleura was stimulated. If it is 
admitted that their standards for recognizing pain were adequate, this 
is direct evidence that the “reference” of visceral pain to dermatomes is 
not due to an “overflow” of impulses from visceral fibres at the segment 
or segments at which the latter enter the central nervous system. 


The investigation of discharges in the dorsal roots under conditions 
which might be expected to produce “referred” pain, presents many 
experimental difficulties. Researches which are being conducted on this 
subject in this laboratory at the present time, though still in the pre- 
liminary stages, have shown that when a viscus, such as the rectum, 
is suddenly distended, impulses which are conducted slowly and which 
might be assumed, therefore,‘*") to be analogous to those responsible for 
pain, pass into the spinal cord and are succeeded almost immediately 
by other impulses passing towards the periphery. Whether the latter are 
impulses in Barron and Matthew’s recurrent dorsal root fibres or in 
fibres arising from cells in the spinal grey matter, has not yet been 
determined, but the study of their functional significance is interesting 
in the light of the possibility of their liberating, on arrival at the 
periphery, some chemical substance in the skin. 
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“Referred” pain is classically described by those who suffer from it 


as “burning” in character, and it is interesting to note that Lewis‘” 
has said of cutaneous pain of the burning type: 


It is described as burning pain not primarily owing to its peculiar quality, 
but because it is a cutaneous pain that continues. 


Lewis and Hess also say of cutaneous pain :‘**? 


There are in fact two chief mechanisms of excitation. In one of these 
pain is produced at the time of the interference; in the other it follows as an 
after-effect. Although the pain may assume the same quality in both cases, the 
mechanism of production is different. To exemplify, if considerable heat is 
momentarily applied to the skin, burning pain is felt momentarily during the 
application, and subsides. This pain is very probably due to direct physical 
stimulation of the pain nerve endings by heat. But similar burning pain may 
continue after the source of heat is removed. This cannot be due to the direct 
stimulus heat, but must be attributed to a different mechanism. Transmission 
through the same system of nerve fibres sufficiently accounts for the similarity 
of the two pains. 


In their conclusions these authors regarded burning pain as the 
result of some chemical “pain substance” in the skin. 

The nature of this pain substance is unknown, but in view of recent 
work on the chemical transmission of nerve impulses and particularly 
of the extensive distribution of cholinergic fibres in the autonomic 
nervous system‘**’ and in voluntary muscle,‘**’ it seems reasonable to 
speculate on the possibility of acetylcholine or some closely allied sub- 
stance as the chemical transmitter in referred pain. With due regard 
to the reservations mentioned previously concerning animal experiments 
on pain, the following protocols are submitted as being suggestive of 
the foregoing possibility. 


On September 8, 1936, a male cat was given an intradermal injection of 
0-5 cubic centimetre of prostigmin without an anesthetic. This produced no 
reaction in the animal. Ten milligrammes of acetylcholine were then injected 
into the wheal produced by the previous injection. Almost immediately a strong 
vocal protest was given by the animal, which, when liberated, attempted vigorously 
to lick the site of the injection. The effect passed off in about seven minutes. 

On September 10, 1936, a male monkey at 3.11 p.m. was given 0°25 cubic 
centimetre of prostigmin by intradermal injection into the right thenar eminence, 
no anesthetic being used. No response from the animal occurred. At 3.14 p.m. 
ten milligrammes of acetylcholine were injected into the wheal. The animal 
immediately snatched away the right upper extremity, licked the thenar eminence 
vigorously, and scratched it with the left hand. At 3.17 p.m. twitching movements 
of the short flexor muscles of the right thumb took place. The animal continually 
gazed at the right thenar eminence and from time to time either rubbed the wheal 
or pressed it against the contralateral forearm. At 3.20 p.m. the right thumb 
appeared to be flexed well in the palm of the hand. Twenty minutes after the 
injection of acetylcholine irregular twitchings of the right thumb were occasionally 
seen, but objective signs of irritation at the site of the wheal were no longer 
present. 


We have noted also in several cases, using cats anesthetized by 
intraperitoneal injections of “Dial”, that intradermal injections of 
prostigmin and acetylcholine will cause the animal to cry out and 
struggle, although no such reaction occurs if the skin is forcibly pinched 
with a pair of forceps. 
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In conclusion, another observation may also be mentioned. Dale, 
Feldberg and others‘**’ have shown that potassium ions can liberate 
acetylcholine. Is this the explanation for Bommer’s observation‘*"’ that 
weak solutions of potassium salts produce burning pain when introduced 
into the skin? It is believed in the light of the foregoing considerations 
that it should be agreed that the irritable spinal focus theory in visceral 
disease is no longer tenable, that the “reference” of pain to dermatomes 
is a reflex mechanism mediated in the peripheral nervous system, and 
that the “transference” of impulses to the somatic afferent pain endings 
takes place in the skin by the liberation of some chemical transmitter. 


From time to time various authorities have found reason to quarrel 
with the term “referred” applied to this type of pain, and have pointed 
out that pain, of whatever kind, is always referred to some part or 
other of the body. The term, moreover, becomes quite unsuitable if the 
spinal focus theory is to be shelved, since the pain now appears actually 
to arise in the skin. Waterston has very appropriately suggested the 
replacement of “referred” by the term “heterotopic” pain. Some may 
find the word heterotopic rather too remote and intellectual for common 
usage and would prefer to employ the term “transferred” to indicate 
the transference of visceral afferent impulses to the somatic afferent 
system by the liberation of some chemical transmitter around the pain 
endings in the corium. 
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ADDENDUM. 


Since this article was submitted for publication a paper by Wilkinson has 
appeared“ discussing the mechanism of visceral pain and describing a focal 
decrease in skin temperature, which Wilkinson claims he has detected in patients 
suffering from “referred pain’. If such a fall of temperature is shown, after 
further study, to have a quantitative temporal relation to the occurrence of 
“referred pain’, Wilkinson’s observation is fundamental and most important. 
However, in the light of the work of Allen™ at the Mayo Clinic, who has 
observed in normal individuals at rest in air-conditioned rooms at constant 
temperature focal variations of skin temperature, as great or greater than the 
one or one and a half degrees which Wilkinson observed in the three cases 
described by him, which occur from minute to minute and hour to hour, careful 
quantitative study of the intensity and distribution of “skin coolness” and its 
temporal relation to “referred pain” will be required before any such phenomenon 
can be considered to be other than a normal variation or one which, in the process 
of peripheral “transference” of “referred pain”, is due to a local cutaneous vaso- 
constriction secondary to the liberation of some chemical pain transmitter in the 
corium. 
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PRESIDENT’S ADDRESS.’ 


By Sir Louis BARNETT, 
Dunedin. 


Ir is with feelings of pride and happiness that I, a New Zealander 
born, and now the newly-elected President of the Royal Australasian 
College of Surgeons, speak to this large assembly, so graciously headed 
by His Excellency the Governor-General of New Zealand, and attended 
by so many prominent representatives of lay and medical circles. 

Our College is now ten years old, and, I am glad to say, is growing 
fit and strong. It has a fine dignified headquarters home at Melbourne, 
with three acres of garden and no mortgage, and it really is doing good 
work in the interests of the people as well as of itself. 

I have taken a close and personal interest in the evolution of the 
College from its inception, and it has been a gratification to me to note 
the number of friends that it has made and the generous support and 
encouragement that it has received inside and outside the medical 
profession. 

From our sister surgical colleges in the English-speaking world, of 
which there are five—the Edinburgh. College, the eldest of us all, the 
English, the Irish, the American and the Canadian—we have had 
extended to us the glad hand of friendship and cooperation. Some of 
their leading men have visited us and have spoken to us in our con- 
ferences. The English College presented us with this magnificent mace 
and sent one of its distinguished councillors, Mr. C. H. Fagge, to deliver 
it to us personally at Melbourne in 1932 and to deliver also the Syme 
Oration for that year. In 1935 the President of the English College 
himself, Sir Holburt Waring, came out especially to open the College 
home at Melbourne, and he was accompanied at this important function 
by men of high eminence from other famous surgical institutions. 

The Edinburgh College, too, has shown the friendliest interest in our 
welfare, and I wish to say that for this occasion it sent a special message 
to Professor Gerdon Bell, of Dunedin, asking him to act as its 
representative of goodwill. 

One of the main functions of this and other colleges of surgeons is 
to make available to all the people, both rich and poor, a surgical service 
that is of high standard, efficient, progressive and ethical. This function 
is meant to supplement and not to usurp the powers and privileges of 
universities and medical schools in granting degrees and qualifications 


1 Read at the Tenth Annual General Meeting of the Royal Australasian College of 
Surgeons at Auckland on January 19, 1937. 
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which actually entitle doctors from the day of their graduation to 
embark in general practice or to specialize, if they so desire, in surgery 
or other limited fields. 

By the time a medical student has obtained this, his first, 
qualification, he has already had five or six long years of extensive, 
intensive and expensive study of lectures, books and patients, and he 
usually follows that up by spending a year as house surgeon at a public 
hospital. That is rightly considered enough to justify his entering 
general practice, which would include emergency surgery and the care 
of patients suffering from ordinary surgical conditions of the simpler 
type; but obviously this amount of training is not enough to fit a doctor 
to undertake the special and vital responsibilities of modern major 
surgical practice. To ensure surgical efficiency of this grade, to ensure 
that the surgeon shall not only be a dexterous handicraftsman, but 
that he shall also be wise and experienced in his judgement, a further 
period of at least five years’ study and apprenticeship or assistantship 
at an approved hospital is deemed necessary by our college, and only 
after this period of training are candidates permitted to make application 
for our fellowship. Our fellowship may be fairly regarded as a hall- 
mark of surgical efficiency, and we should like this to be borne in mind 
by hospital committees when making appointments to their junior and 
senior surgical staffs. Please understand, however, that this does not 
imply that there are no good surgeons outside the fold of the college. 
We know that there are men, some of them of great ability and wide 
experience in the field of surgery, who for one reason or another do not 
become fellows. What we do maintain, however, is that the best way to 
efficiency is not by any short cut, but by the long path mapped out and 
followed by the Royal Australasian College of Surgeons. 

For this arduous but in our opinion very desirable post-graduate 
extension of the curriculum, the college is helping to provide facilities 
in all the leading hospitals in Australia and New Zealand; and in 
August of this year a splendid building in Melbourne, the Prince Henry 
Hospital, which has been specially acquired and equipped to serve as a 
centre for post-graduate training, is to be opened by Professor Grey 
Turner, of the University of London. 

The college, too, is trying to take its part in the advancement of 
surgical knowledge: it is establishing a good reference library, is 
organizing departments of laboratory and clinical research, and 
instituting scholarships and bursaries for those worthy and anxious 
to contribute to surgical progress. 

From the beginning these objects have appealed to philanthropists 
of wide vision, as exemplified by the generous gifts from fellows them- 
selves, including the endowments made by the late R. Gordon Craig, the 
late Sir George Syme and Mr. T. F. Ryan, the contributions to the 
Building Fund, and also by the wholehearted and sympathetic attitude 
of the Victorian Government and the Melbourne Municipality in granting 
practically free of all cost a magnificent site in the heart of the city for 
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the college building, and in many other ways supporting and encouraging 
our work. 

And here I should like, on behalf of all our fellows, to pay a tribute 
to those leading surgeons of Melbourne who have worked so hard, so 
wisely and so successfully in the effort to place this college on a high 
plane of public esteem as well as of professional efficiency. It would 
be invidious to single out the names of these Melbourne founders for 
special praise. Some of them are with us this evening, two, alas— 
Sir George Syme and Mr. Hamilton Russell—have passed away in the 
fullness of honour and achievement. 

The good work of our Melbourne confréres has been enthusiastically 
supported and supplemented by fellows in other centres in Australia 
and New Zealand, and the Royal Australasian College of Surgeons has 
now become a strong, influential and beneficent organization. 

This is the age of specialism. The spread of scientific knowledge 
has become so vast, the literature so extensive, the necessary equipment 
so elaborate and costly, that it is impossible for any one man to cover 
efficiently more than some special part, although he may have a good 
general knowledge of the whole field. 

In the domains of both medicine and surgery progress of late years 
has been considerable—more so in medicine than in surgery I think— 
and for the public welfare it is now necessary to organize a service of 
specialists who will work in cooperation as units of a team, and who 
will ever keep in mind that the unit formed by the general practitioners 
must be given pride of place as the most important factor in the 
preservation of the public health. 

It is clear, then, that facilities must be provided for the post- 
graduate education of doctors who are to become the future specialists 
in medicine and in surgery; and one of the main objects of this college 
is, as I have previously said, to see that so far as surgery is concerned, 
these facilities are made available and are properly organized. 

Our desire is to foster and to maintain the highest possible standard 
of surgery and of surgeons in our hospital and private practice. We 
are trying hard to achieve our desire, and we are hopeful of success. 
We hope we shall merit the confidence and the good opinion of the lay 
public; we trust also there will be no jealousy, but only goodwill and 
hearty cooperation from our professional brothers. 
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THE TREATMENT OF SPINAL CARIES BY THE 
ALBEE OPERATION. 


By E. T. Cato, 
Melbourne. 


In the treatment of tuberculosis of the vertebral bodies it is clearly 
recognized that absolute and uninterrupted rest is the greatest essential 
in insuring healing of the lesion as speedily as possible. 

Undoubtedly, internal splinting by means of the bone graft, if 
adopted in conjunction with one or other of the various forms of 
apparatus applied externally, gives more complete fixation than if the 
external splint is applied alone. The dorsal vertebre move with 
respiration, and therefore recumbency on a plaster bed or Whitman 
frame does not of itself ensure complete immobilization. 

It must be realized that convalescence is not shortened by adoption 
of the bone graft—recumbency is essential until the disease has become 
quiescent and bony union of the involved vertebral bodies has occurred— 
but a more extensive and often a more efficient ankylosis is obtained, 
the risk of subsequent recurrence being thus minimized. The two chief 
contraindications to the Albee operation are: (i) the presence of sinuses 
and therefore of secondary infection, making it impossible to secure a 
clean operative field; (ii) tuberculous involvement of more than a few 
vertebre. 

Abscess formation is considered an indication rather than a contra- 
indication to operation, as the increase in fixity of the diseased area 
thereby obtained materially assists in shortening the time taken in its 
absorption. 

The presence of deformity—kyphosis—is also not considered a 
contraindication, since it is quite simple to cut an angled graft, or, if 
the deformity is too acute, the angle of the graft can be easily increased 
by multiple saw cuts on its convexity. In the thirteen cases here 
reported, in which operation has been performed during the last five 
years at the Austin Hospital, the Albee operation has been performed 
‘ather than the Hibbs, because: (i) It is more speedily carried out. 
(ii) It produces less shock. (iii) There is less likelihood of failure (in 
the Hibbs operation if one of the small spinous processes does not unite, 
the operation is a failure). (iv) Fixation is immediate and is obtained 
before bony union occurs, whereas in the Hibbs operation fixation is not 
obtained until bony union is complete. 


TECHNIQUE. 
The technique that we adopt was carried out in these cases in the 
following way. 
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Pre-Operative Preparation. 

A plaster bed is made; it is cast on the patient’s back when he is 
in the prone position, and extends from the lower cervical to the lower 
sacral vertebra. It is essential, if post-operative pressure necrosis over 
the operation site is to be avoided, that adequate room for the subsequent 
dressings be left when the cast is being made. The patient is nursed in 
the cast for the next two or three weeks to enable him to adapt himself 
to the splint, and to learn the routine adopted for toilet of the back 
and other nursing essentials. After operation he is left in the dorsal 
position undisturbed for ten days; and if he has had no previous 
experience of lying on his back in the plaster bed, this position becomes 
very exhausting and almost intolerable. Lateral and antero-posterior 
pre-operative X ray photographs of the diseased area and of the healthy 
vertebra above and below are taken. 

General antituberculosis hygiene—fresh air, sunlight, an abundance 
of plain, nourishing food, and cod liver oil—is instituted, and the 
patient’s general health and resistance are built up as much as possible 
before operation. 

Operation. 

The operation is carried out with the patient in the prone position. 
Through a curved incision the spinous processes of the diseased vertebrae 
and of the adjacent two vertebre above and of the two below the diseased 
area are exposed. The erector spine mass on either side is stripped off 
the spines and the supraspinous and interspinous ligaments are divided 
longitudinally. The spines are split in half, and one half is fractured at 
its base and displaced laterally, a median longitudinal gutter thus being 
made as a graft bed. The length and angulation of the graft bed are 
then measured with a malleable probe; and, with the probe as a pattern, 
the graft is cut from the subcutaneous surface of the tibia with the 
Albee electric saw, the periosteum being left on the superficial surface 
of the graft. The graft is fashioned and firmly wedged into its bed, 
with its dorsal surface no more posterior than the tips of the spinous 
processes, 

The erector spine muscles are sutured one to the other with 
interrupted stitches of chromicized catgut, and this, with the previous 
impaction of the graft, is all that is necessary to hold it in position 
until union has taken place. 

After the skin sutures have been introduced, the dressing is secured 
with strapping, the plaster bed is applied, and the bed and the patient 
are turned over. No vessels are ligated in either wound. Packing with 
hot packs is sufficient for the spinal area, and pressure with cotton wool 
and bandage for the leg area. 


Post-Operative Treatment. 

For the next ten days the patient is not moved; the sutures are 
then removed, and from then onwards he is turned on to his side at 
intervals for examination and to enable the back toilet to be carried 
out. Progress is controlled by X ray photographs taken every three 
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months. The patient is not allowed up for at least six months, or until 
after all pain, spasm and tenderness have disappeared, and bony union 
of the graft is evident. A casein jacket is now made and is worn for at 
least another six months. 


CasE REPORTS. 
Case I. 


E.C., aged nineteen years, a female, married, was admitted to hospital on 
July 4, 1930, and was discharged on October 20, 1931. She had complained of a 
constant ache in the mid-line of the back in the lower lumbar area for the previous 
nine months, following the birth of a child. She had noticed that her back had 
become increasingly stiff and painful on movement. 

On examination, the lower lumbar spines were unduly prominent, erector 
spine spasm was well marked, and the fourth and fifth lumbar vertebre were 
tender to percussion; movements’ were 
painful and limited in all directions. An 
X ray photograph taken on July 4, 1930, 
showed disappearance of the disk between 
the fourth and fifth lumbar vertebre, with 
gross destruction of the fourth. 

On November 28, 1930, a bone graft 
fixing the spines of the second, third, fourth 
and fifth lumbar vertebre and the sacrum 
was carried out, the technique already 
described being adopted. 

On August 20, 1931, the radiologist 
reported that the fourth and fifth lumbar 
vertebre were fixed together in a_ solid 
cylindrical mass. The condition was at this 
time completely healed; the patient was 
allowed up in a casein jacket. She was 
discharged from hospital on October 20, 1931, 
and has remained well since. 


Case I]. 


Mrs. D.W., aged twenty-three years, 
was admitted to the Austin Hospital com- 
plaining of pain in the lumbar region that 
had been present for the previous three 
years. On examination, an upper lumbar 
kyphosis present, with tenderness, 
muscular spasm and limitation of movement. 

An X ray examination at this time 
revealed caries of second lumbar vertebra 
and a left psoas abscess. In December, 1930, 
spinal fixation by the Albee bone graft was 
carried out, but the patient was not allowed 
up until April, 1933, because in a routine 
urine examination in April, 1932, tubercle 
bacilli were found. 

Her present condition is good, the 
vertebre and the graft are fused into a solid 
mass, and the caries and abscess are com- 
pletely healed. The patient has no urinary 
symptoms, there are no tubercle bacilli in 
the urine, and the renal function is sound. Ficurs I 
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Case II]. 


Mrs. I.R. was thirty-five years of age. She said that her illness commenced 
three years previous to her admission to hospital on October 3, 1930. She was 
admitted with pain in the lower thoracic region radiating around to the sides, 
which was relieved only by rest. For the seven months previous to her admission 
she had noticed a swelling between the scapule. 


Ficgure Il. 


On examination, a pronounced kyphosis was seen in the lower thoracic 
region, and X ray examination revealed complete collapse of the tenth and eleventh 
dorsal vertebre with a right-sided psoas abscess (see Figure I). There were no 
abnormal neurological findings. 


On November 22, 1930, a bone graft from the tibia was introduced between 
the split spines of the lower four thoracic vertebre. The convalescence was 
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uninterrupted save for the development of a small pressure sore over the kyphos, 
which soon healed. 

She was discharged from hospital on September 17, 1931, and she is at 
present quite well (see Figure II). 


Case IV. 


Miss V.R., aged nineteen years, was admitted to hospital on March 4, 1932, 
complaining of pain over the upper lumbar vertebre, which for the previous 
five months had been accentuated on movement. She presented a slight kyphosis 
and scoliosis about the twelfth dorsal vertebra without tenderness, and an X ray 
examination on March 4, 1932, revealed caries of the eleventh and twelfth dorsal 
vertebrez with complete absorption of the intervertebral disk. She was treated 
in a plaster bed, and on March 17, 1932, the tenth, eleventh and twelfth dorsal 
and the first lumbar vertebre were fixed by a tibial graft. The destruction 
progressed despite the fixation, and on July 28, 1933, the ninth and tenth dorsal 
and the first lumbar vertebre showed radiological signs of tuberculous involve- 
ment. On April 24, 1934, the graft was firmly united, and the disease appeared 
quiescent. 


The patient was allowed up in a casein jacket, and was discharged on 


August 1, 1934. She has been attending as an out-patient, and her present 
condition is satisfactory. 


Case V. 


Mr. R.D., aged eighteen years, had noticed weakness in his back and pain 
on flexion for twelve months previous to his admission to hospital on March 18, 
1933. He carried on with his work till March, 1933, with increasing pain and 
disability. On examination, there was tenderness on deep pressure over the 
lumbar vertebre, erector spinw spasm was present, and there was gross limitation 
of movement. X ray examination revealed tuberculous caries of the second and 
third lumbar vertebre, with some evidence of repair anteriorly. On April 4, 1933, 
the Albee operation was carried out, and on December 10, 1934, there was dense 
union of the vertebre and of the graft, and definite vertebral sclerosis was 
present (see Figure III). A casein jacket was applied, the patient was allowed 
up, and he was discharged from hospital on June 29, 1934. He is at the present 
time perfectly well and fit, he has discarded his jacket and has resumed work. 


Case VI. 


Mr. E.E., aged thirty-two years, was admitted to hospital on May 24, 1933. 
The illness had commenced five months previously with pain in the back, first 
noticed after stooping. The pain gradually became more constant, the patient’s 
back became weak, and he could not carry on with his work. 

Tenderness was present on percussion over the eighth, ninth and tenth 
thoracic vertebre. But little spasm or rigidity was present. An X ray examination 
on June 10, 1933, revealed absorption of the antero-inferior border of the seventh 
thoracic vertebra, and on June 20, 1933, a spinal graft was introduced. In April, 
1934, the graft had united to the vertebre, and there was early sclerosis around 
the involved area. The patient was allowed up on September 11, 1934, and was 
discharged from hospital in a jacket in November, 1934. He is at present quite 


well. 
Case VII. 


Miss C.L., aged eighteen years, was admitted to hospital on November 6, 
1933, with a history of having had pain in the lumbar region and left thigh 
for three years. A left psoas abscess was incised in another hospital in 1931, 
and at the time of the patient’s admission to hospital was completely healed. An 
X ray examination three months before admission revealed active tuberculosis 
of the third and fourth lumbar vertebre. During this time she had been treated 
in a plaster bed at home. 
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On December 5, 1933, an Albee bone graft was introduced (see Figure IV). 
Her convalescence was uninterrupted. She was fitted with a casein jacket on 
August 30, 1934, and was discharged from hospital well and symptomless on 
October 8, 1934. 


Ficure III. 


Case VIII. 


Mr. D.S., aged twenty-seven years, was admitted to hospital on June 30, 1933, 
complaining of having had pain for the previous twelve months in the lower part 
of the back and both sides, occasionally radiating to the right groin. He had 
lost 18-9 kilograms (three stone) in weight in the last four years. He presented 
a stiff lumbar spine, with slight scoliosis, and right sacro-iliac tenderness. An 
X ray examination revealed tuberculous disease of the fourth lumbar vertebra 
and of the right sacro-iliac joint, with less advanced disease in the left sacro-iliac 
joint. 
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He was rested in a plaster bed for the next six months, when a double 
sacro-iliac graft was introduced (see Figure V). On July 9, 1934, an Albee spinal 
graft operation was carried out, and the second, third, fourth and fifth lumbar 
vertebre and the sacrum were fixed. On February 8, 1934, the patient was 
discharged in a casein jacket after a normal convalescence. 


Ficure IV. 


Case 1X. 


Mrs. G.M., aged thirty-one years, was first seen in February, 1931, when 
she complained of having had pain in the back and stiffness on movement for 
the previous eighteen months. On examination, she presented a well marked 
kyphosis of the eleventh and twelfth dorsal vertebre, with muscular spasm and 
limitation of movement. An X ray examination revealed destruction of the 
adjacent surfaces of the eleventh and twelfth thoracic vertebre, with slighter 
tuberculous involvement of the ninth and tenth vertebre and abscess formation. 
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A plaster bed was made, and on April 10, 1934, an Albee bone graft was performed. 
Her convalescence was uninterrupted; a casein jacket was fitted in July, 1935, 
and in September, 1935, she was discharged from hospital quite well, with firm 
union of the graft and a healed tuberculous focus. 


Case X. 


Mrs. M.S., aged thirty years, was admitted to hospital on April 28, 1933, 
complaining of backache that had been present for two years. Tenderness was 


Ficure V. 


present over the upper lumbar vertebre, spasm of the erector spine muscles was 
noted, and limitation of movement was well marked. An X ray examination 
revealed caries of the first and second lumbar vertebre, with absorption of the 
disk. The Albee operation was carried out on April 23, 1934. Her convalescence 
was normal, save for the development of a non-specific pyelitis. Recent X ray 
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examination shows that the graft is firmly united and the lesion is healed (see 
Figure VI). She is now up and walking about in her jacket, and is to be shortly 
discharged from hospital. 

Case XI. 


Miss V.W., aged seventeen years, on admission to hospital on October 10, 
1934, gave a history of having had pain across the loins for the previous three 


Ficure VI. 


months. On examination a kyphosis at the level of the tenth and eleventh thoracic 
vertebre was evident, and X ray examination revealed destruction of these two 
vertebrae, with partial absorption of the bodies of the seventh, eighth and ninth 
thoracic vertebre and a psoas abscess. A plaster bed was made, and the Albee 
operation was carried out on November 12, 1934. Pressure necrosis developed over 
the kyphos and a small flake of the graft was sequestrated. The wound and 
pressure sore have now perfectly healed, the graft has united (see Figure VII), 
and the patient, still in her plaster bed, is symptom free. 


D 
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Case 


Mr. P.C., aged twenty-six years, was admitted to hospital in April, 1935, 
with a history of having had pain in the right loin and “lumbago” for the previous 
thirteen months. On examination, he presented a lower dorsal deformity, with 
tenderness, spasm and limitation of movement. An X ray examination revealed 


Ficure VII. 


gross destruction of the tenth and eleventh thoracic vertebre, with obliteration of 
the joint space and partial collapse with considerable paravertebral infiltration. 
A plaster bed was made and operation was carried out on May 22. His wound 
is well healed, and his convalescence is progressing satisfactorily (see Figure VIII). 


Case XIII. 


Miss G. C., aged twenty-one years, on admission to hospital in June, 1935, 
complained of shooting-pains in the back and both hips. On examination, 
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tenderness was found to be present over the first and second lumbar vertebre. 
Muscular spasm was well marked, but there was little deformity. There were 
no abnormal neurological findings. An X ray examination made on July 22 
revealed collapse of the first and second lumbar vertebre, with destruction of the 


Figure VIII. 


disk and partial lateral dislocation. A plaster bed was made, and a tibial bone 
graft was wedged between the split spinous processes of the diseased and adjacent 
vertebre. 


The last three patients are still in hospital; their progress is 
perfectly satisfactory, and complete cures are confidently anticipated. 
It will be seen from a study of the above cases that, as has been 
already mentioned, the presence of either kyphosis or abscess is no 
contraindication to operation. Although the time taken in treatment is 
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not shortened, it is not appreciably lengthened. Again, although the 
time during which we have been keeping these patients under observation 
is short, no recurrences have taken place, and it seems that in all cases 
the cure will be lasting and permanent. 
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ADDENDUM. 


Since this article was written my colleague, Mr. Renou, has operated on 
one further patient, Mrs. B.K., aged forty-three years. She complained for four 
months of pain in the region of the fifth lumbar vertebra. On examination, 
tenderness to percussion was present over the fifth lumbar vertebra, but no 
deformity was present. An X ray report before operation described gross 
destruction of the fifth lumbar vertebra, with partial collapse and involvement 
of the fourth. 

A skiagram taken five months after operation shows no further collapse 
between the fourth and fifth lumbar vertebre. The graft is in situ, but there 
is no evidence of fusion of the lower extremity of the graft. The patient at 
present is very well, but it is too early to give any definite conclusion. 
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A SERIES OF CASES OF METALLIC INTRAOCULAR 
FOREIGN BODIES. 


By ArcuiE S. ANDERSON, 
Melbourne. 


THE question of how best to deal with intraocular foreign bodies must 
always be one of interest to oculists, for in no department of our 
elegant specialty are the issues more clearly cut, the results more 
uncertain, or the judgement of the surgeon more severely taxed. The 
issue is nearly always one of sight or blindness; the result of a seemingly 
perfect operation is all too often a lost eye; and the decision of whether 
to operate or not in any particular case often taxes one’s judgement to 
the full. 

This being so, it was thought that an attempted analysis of the 
results obtained in a series of cases might be instrumental in initiating 
a discussion from which all of us would gain information and help. 
This communication naturally divides itself into two parts: (i) a state- 
ment of the facts obtained from the clinical notes of a series of cases, 
(ii) an attempt to gain some information from a study of these facts. 


CLINICAL FAcTs OF A SERIES OF CASES. 

The cases under review are drawn from the records of the Victorian 
Eye and Ear Hospital during the period 1929 to 1934, and I wish, at 
the outset, to thank the then senior members of the honorary medical 
staff of that hospital (Dr. J. F. Rudall, Dr. Mark Gardner and Dr. J. A. 
O’Brien) for the readiness with which they granted me permission to 
use the records of their cases. 

In order to lessen the labour involved and also because in this type 
of case the foreign body is in so vast a preponderance of the cases 
metallic, the list of cases was compiled from the entries in the operation 
book of those patients upon whom the magnet had been used. This, of 
course, means that the cases dealt with are those of that class of intra- 
ocular foreign body in the presence of which the outlook is most hopeful. 
This is a fact that must be constantly borne in mind throughout the 
investigation. 

In all, ninety-five cases were collected. Ten of these were culled out, 
mainly because their notes lacked sufficient detail. Eighty-five remain. 


The names of only two women apear in the list, a fact which surely 
shows that in liability to this accident is to be found the exception 
necessary to prove the truth of the wise old saw “the woman pays”. 
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Of the 85 foreign bodies, 83 were of steel; two were of copper. The 
foreign body was found to be in the anterior chamber in 11 cases, in the 
lens in three, in the vitreous in 66 and extraocular in two; in three 
cases the location is not stated. In two of the cases in the last-mentioned 
group it is questionable whether there was any foreign body present 
at all. X rays as an aid to diagnosis were employed in 34 of the cases. 
In 24 radiological examination returned a positive finding; in ten it did 
not reveal the presence of an intraocular foreign body. 


The magnet (giant Haab) was able to effect removal in 73 cases; 
in 12 its use did not lead to so happy a result. 


As regards the route employed, in seven cases the wound of entry 
was utilized, in six removal was by the posterior route, in 57 the anterior 
route was chosen, and in seven cases no note was made under this 
heading. These facts are summarized in Table I. 


TABLE I 
Composition } 
Cases. of Foreign Location. X Ray Magnet. Route. 
Body. Examination. 
85 | Iron .. .. 83 Anterior 34 cases. Successful.. 73 | Wound «- 7 
| Copper .. 2 Chamber 11 Positive .. 24 | Failures .. 12 | Anterior .. 57 
| | Lens -. 3 | Negative .. 10 Scleral «. 6 
Vitreous .. 66 | | No record .. 7 
Outside 2 
| No record.. 3 


The final results vary as widely as one could wish. Two patients 
retain vision of °/,, seven vision of °/;, nine of °/s, six of °/9, six of °/12, 
three of between °/;2 and ®/g. In nine cases the resulting vision was 
perception of light, in 18 the vision was not stated, and, finally, 25 eyes 
were totally lost. These results are shown in Table II. 


TABLE II. 
Results. 


| | | | 
| | | | | Perception No In 
Visual Acuity. | ‘*/,. | lee | “le Of Light. formation. Excisions, 


Number of cases 25 


A fact which should have contributed to a high percentage of 
successful results in this series of cases is that, of the 85 patients, no 
less than 36 came into the surgeons’ hands within twenty-four hours 
of receipt of the injury. From this (that is, from twenty-four hours) 
the time elapsing between injury and treatment varies up to two and 
a half years. 
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The only non-operative therapeutic measure that it is proposed to 
discuss is the use of milk injections. This was employed in 29 cases. 

It was found difficult to ascertain the duration of stay in hospital 
in so many of the cases, and the variation was so great in those in 
which it was noted, that it appeared futile to try and draw any con- 
clusions from that source. This concludes the bare record of the facts 
to be considered. 


AN ATTEMPT TO STUDY THE FACTs. 


In an attempt to study the facts, by far the more difficult part of 
the investigation, it might perhaps simplify matters somewhat if we 
subject ourselves to the salutary tyranny of headings: (i) diagnosis, 
(ii) treatment, (iii) prognosis. 


Diagnosis. 

X rays were employed as an aid to diagnosis in 34 of the 85 cases. 
This small proportion is accounted for by the fact that some of the : 
surgeons concerned put these patients under the magnet without waiting : 
for an X ray localization to be made. Their argument is that the time 
thus saved more than discounts the possible additional trauma to which 
the eye is subjected in making a partly “blind” extraction. In other 
words, they use the magnet diagnostically as well as therapeutically. 

Though this practice is definitely condemned by some authorities, 
the results obtained in this series of cases do not lend support to such a 
definite stand being taken. In order to narrow the issue as far as 
possible, it is necessary to compare only those cases in which the foreign 
body was of steel and in the vitreous. Of these, there were 64; in 26 of 
the 64 the X rays were used, and in 38 the magnet only. Of the former, 
21 (81%) resulted in successful removal of the foreign body, and in 
eight cases (31%) the eye was finally lost. The corresponding figures 
for the group in which the magnet only was used are 38 (100%) and 
12 (32%). These figures are shown in Table IIT. 


TABLE III. 
Results of Cases With and Without the Use of X Rays. 


Number of Successful 
Cases. Removal. Excisions. 
With X rays .. wi ae Me sa 26 21 (81%) 8 (31%) 
| 
| | 


Without X rays 38 38 (100%) 12 (32%) 


It is not for one moment suggested that this comparison is an 
absolutely fair one. Too many other factors are involved; for example, 
surgeons not favouring the routine use of X rays would subject only 
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their more difficult cases to this examination. But it does at least 
make one question whether it is right to declare dogmatically that the 
magnet should never be used until after an X ray localization has been 
made. 

Intimately connected with this question is that of the route of 
election in each particular case. This will be dealt with later. 

In seven cases, though the X ray findings were negative, approach 
to the magnet revealed the presence of an intraocular foreign body. This 
but serves to emphasize the well-known fact that it is a safe rule with 
X rays, as with other things, to trust wisely but not too well. 

In a couple of cases, though the X ray finding was positive, the 
localization was incorrect. This raises an extremely interesting problem 
which is best illustrated by two cases which came under my observation 
since the completion of the present series. 


In each a foreign body was located by X rays as being situated one 
or two millimetres outside the eye. Regarding this as being within the 
margin of possible error, approach was made in each case by the 
posterior route. In one case the foreign body was found to be intra- 
ocular in situation and its removal was effected. In the other the magnet 
failed to produce the foreign body and the eye had to be excised. Then 
the foreign body was found embedded in the nerve and one was faced 
with the disturbing query: how far did operative interference determine 
the necessity for excision? 


Treatment. 


There will be general agreement ‘with the statement that, in this 
type of case, the first aim in treatment should be the removal of the 
foreign body. In this series in every case in which the magnet failed 
to remove a foreign body shown by X ray examination to be intraocular 
(there were six such) the eye had to be excised. Opinions differ, however, 
as to the method to be adopted. 


We have already seen that in those cases in which the magnet is 
used at once, without preliminary X ray examination, the results 
compare favourably with those in which the magnet is brought into 
play only after the exact location of the foreign body has been deter- 
mined by X ray examination; but if a surgeon is prepared to consider 
the advisability of approaching the foreign body by the posterior or 
scleral route, accurate localization by X rays is an essential preliminary. 

Of the relative values of the two methods of approach, by the 
anterior and posterior route, little evidence can be adduced from this 
series owing to the overwhelming number of cases in which the anterior 
route was employed. 

If we exclude those cases in which there was no choice of route 
and those in which the route chosen is not noted, we have for 
consideration 57 cases, of which 51 (89%) were dealt with by the 
anterior route and only six (11%) by the posterior. These figures show 
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such a strong preference in the minds of the surgeons concerned for 
the anterior, as opposed to the posterior, route, that it is safe to conclude 
that in many cases the posterior route was tried only as a last resort. 
It is not for a moment suggested that this preference is not justified ; 
indeed, it is rather upheld by the results obtained. Of the 51 cases in 
which the anterior route was used, 49 (96%) resulted in successful 
removal with 17 (33%) excisions, the figures for the posterior route 
being three (50%) successful removals with three (50%) excisions. 
These facts are shown in Table IV. 


TABLE IV. 


Results by Various Routes. 


Number of Successful 
Cases. Removal. Excision. 
Anterior route, including wound of entry 51 (89%) 49 (96%) 17 (33%) 
Posterior route as on 6 (11%) 3 (50%) 3 (50%) 


Here again many unmentioned factors are at work, which, together 
with the extreme disparity in numbers of the total cases treated, render 
the comparison on a purely statistical basis almost worthless. If, 
moreover, one has witnessed the extreme ease and absence of trauma 
with which an accurately localized foreign body may be removed by the 
posterior route, it is difficult not to believe that this, in many cases, 
is the method of election. 

In using the posterior route there is one rule which must on no 
account be broken. The magnet must approach the eye at right angles 
to the sclera. A recent experience of my own leads me to emphasize 
this point with the fervour of one whose conscience is still tingling. 

The foreign body was situated far back, necessitating a tenotomy of the 
inferior rectus to gain adequate approach to it. Even so, the stab incision in the 
sclera was fairly deep down in a pocket between the sclera and the orbital floor. 
The tip of the magnet point reached the incision easily enough, but, in doing so, 
its sloping shoulder rested against the sclera. When the current was turned on, 
the foreign body moved not towards the tip of the magnet, but forward in 
the direction of the sloping shoulder, where it touched the sclera anterior to 
the incision. A second incision was necessary before the foreign body could be 
extracted. It was bad surgery, resulting in undue trauma and some intraocular 
hemorrhage which, fortunately, if undeservedly, did not affect the final result 
of the operation. 


The only form of non-operative treatment on which it is proposed 
to comment is the intramuscular injection of milk. This was employed 
in 29 cases. If we eliminate those cases in which some other known 
factor may be thought to have played a prominent part in the final 
result, we may reasonably compare 23 of these with a seemingly similar 
series of 38 cases in which milk injections were not used. The former 
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group resulted in 9 (39%) excisions, the latter in 8 (21%). (See 
Table V.) 


TABLE V. 
Results of Using Milk Injections. 


Cases. | Excisions. 
23 9 (39%) 
8 (21%) 


Milk not used | 38 


Would it be a form of special pleading to state that, judging from 
the notes, in several cases in which milk injections were used this action 
was taken only when the case seemed to be going against the surgeon? 

There is, however, one valid objection to the use of milk injections. 
As their value appears to consist in the production of a high fever, 
sodium salicylate cannot be given until the series of milk injections is 
completed. This objection may be, partially at any rate, overcome by 
watching the effect of the first two injections. If the reaction is sharp 
and the temperature high, the course may well be completed; if not, 
the injections may be discontinued and sodium salicylate pushed without 
delay. 

By a “course” of milk injections is meant an injection on each of 
two successive days, a day’s rest, then two more injections on the fourth 
and fifth day respectively. 

In some of these cases medical diathermy was tried, but the number 
in which it was employed was too small to be worth recording as a means 
of estimating its value. 

Prognosis. 

The factors entering into and having an effect upon the course of 
each individual case are so many and various that it is practically 
impossible to arrive at any very definite findings. But at least two of 
these factors must be examined, even though, on account of the interplay 
of other features in each case, the conclusions drawn must be accepted 
with caution. 

Location of the Foreign Body in the Eye—Of the 14 cases in which 
the foreign body was lodged in the anterior segment of the eye, one (7%) 
resulted in excision. Of the 60 cases in which the foreign body came to 
rest in the vitreous chamber the number of eyes lost was 15 (25%). 
These numbers are exclusive of those in which the foreign body was 
retained (see Table VI). 


TABLE VI. 
Results in Different Locations. 


| 
Location. | Cases. | Excisions. 


Anterior segment oe oe 14 | 1 (7% 
Vitreous .. 60 15 (25%) 
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Time.—As previously stated, the majority of the patients came under 
the care of a surgeon within twenty-four hours of receipt of the injury. 
Of these cases, 25 in number, six (24%) resulted in excision. In the 
15 cases in which a week had elapsed since the accident, two eyes (13%) 
were lost. Of the remainder, in which the time varied from two weeks 
to two years, two eyes were lost out of nine cases (24%). 

The above figures include only those cases in which the foreign body 
was located in the posterior segment of the eye and was successfully 
removed by the magnet (see Table VII). 


TABLE VII. 
Results of Time Factor. 


Time Since Accident. Cases Excisions. 
Twenty-four hours “~ oa 25 6 (24%) 
One to seven days 15 | 2 (13%) 
Longer . 9 2 (24%) 

CONCLUSION. 


This communication is brought before you with a deep sense of 
disappointment at the indefiniteness of the conclusions arrived at. It is 
hoped that it will find its justification in the fruitfulness of the 
discussion which follows. 


SOME DIFFICULTIES IN THE TREATMENT OF 
DISLOCATIONS AND FRACTURE-DISLOCATIONS 
OF THE CERVICAL VERTEBRE. 


By THomas KInNc, 
Orthopedic Surgeon, Saint Vincent’s Hospital, Melbourne. 


Compression fractures of the vertebral bodies occur with greater 
frequency than elsewhere in the lower thoracic or upper lumbar regions 
because in these situations the spinal column is weak. Compression 
fractures are rare in the cervical region, which is another weak portion 
of the spinal column. Fracture-dislocations are uncommon with the 
exception of the cervical vertebra, and a pure dislocation is exceedingly 
uncommon except in the cervical region, and in that region is common 
enough to be of importance. In the cervical region injuries occur 
usually at two situations. The atlas and axis form one situation and 
the lower cervical the other, usually involving the fourth, fifth or 
sixth vertebra. A rarer injury is dislocation between the atlas and skull. 

Naturally any injury of the atlas and axis carries with it a high 
mortality on account of its location. Certain problems associated with 
this injury require special consideration. Accidents can be caused 
by a hyperflexion or hyperextension mechanism. When the injury has 
been caused by the more usual hyperflexion mechanism, the dens 
(odontoid process) is separated from the body of the axis. In addition, 
if there is a dislocation between the articular processes of the atlas 
and axis, then the dens will be carried forward with the axis (Figures 
XVI and XIX). Hyperextension injuries are less common, except in 
judicial drop-hanging. When the knot is placed under the chin the head 
is violently jerked backward. As a result, not only can injury to the 
dens and dislocation between the atlas and axis be produced, but their 
laminz may be fractured. 

In the high cervical (atlas and axis) hyperflexion injuries, immediate 
reduction is desirable. The neck should be elongated by temporary 
strong traction and hyperextended. Then the prominent spine of the 
axis is pushed forward (Figure VIII). This latter manceuvre can be 
assisted by pressing backward the arch of the atlas with the thumb 
or index finger in the pharynx. The forward displacement of the atlas 
and skull is thereby reduced. Thereafter a cast is applied. If paralysis 
is present, it is most important to reduce the deformity as soon as 
possible. The manipulative reduction described above is first of all 
performed, but the reduction so obtained is maintained, not by a plaster 
cast, but by skeletal traction (Figure IX). On one occasion I obtained 
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a satisfactory reduction seventeen days after the accident by this method. 
Skeletal traction alone, without manipulation, generally fails to reduce 
the deformity. There can be no danger in reducing the deformity unless 
incorrect procedures are adopted, for example, using hyperflexion instead 
of hyperextension during the reduction manceuvre in a flexion injury. 
There are so many ligaments attached to the dens and atlas that it is 
not surprising that non-union may result from their intervention between 
the fractured surfaces. Therefore, the cast should not be removed before 


Figure I. Case I. Complete dislocation Figure II. Case I. Control skiagram 
between the fourth and fifth cervical after reduction obtained by traction, 
vertebre due _ to _ flexion injury hyperextension and manipulation 
(diving) in man aged twenty-three. forward of the spine distal to the 
No paralysis, but severe root-pains injury (see Figure VIII). Over- 

present. traction between fourth and fifth 


vertebre is well seen. 


three to six months. An exact reduction cannot always be obtained, 
specially in cases of more than ten days’ duration. If the major displace- 
ment has been corrected (forward dislocation of the atlas and skull 
on the axis), then minor displacements can be ignored (Figures XV 
to XX). 

Partial displacements as distinct from complete or severe displace- 
ments of the lower cervical vertebra are easily dealt with. Many surgeons 
reduce the deformities gradually in these cases with head traction by 
a sling around the chin and occiput. The head of the bed is raised 
about twelve inches, so that the body acts as a counter-weight. The 
neck is hyperextended over a pillow which presses forward the segment 
of spinal column distal to the injury. This is often successful, but it is 
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most uncomfortable, as the Glisson sling soon becomes insupportable. 
It is much better in these cases to reduce the deformity at once and 
then to apply a plaster of Paris cast. 

Complete displacements, specially when complicated by any cord 
injury, cannot in the great majority of cases be reduced by the above 
“gradual reduction method”. For these severe injuries it is essential 
to anwsthetize the patient and then to reduce the deformity by Taylor's 
method (Figure VIII). This consists of traction, hyperextension and, 


Ficure III. Case I. X ray examination 

immediately after the application of 

the plaster cast shows ideal _ re- 

duction. Notice that over-traction 

between the fourth and fifth vertebre 
is still present. 


Ficure IV. Case I. X ray examination 
ten days later shows recurrence of 
the deformity, despite a well fitting 
cast. The fault was not in the chin 
slipping forward in the cast, but in 
the spine below the fourth vertebral 


body slipping backwards. 


above all, strong manipulation forward of the spinal column distal to 
the injury. In hemi-dislocations lateral flexion and rotation of the 
neck are also necessary manipulations (Walton’s method). When the 
reduction has been successfully performed, it can be maintained in 
some cases (but often fails) by suspending the head as in the “gradual 
reduction method”. This means, in orthodox practice, the use of the 
painful Glisson sling. Béhler reported edema of the cord due to the 
restlessness caused by this uncomfortable apparatus. It is much better 
to apply the plaster of Paris cast after an early reduction by Taylor’s 
method. If there were any paralysis, specially skin anesthesia, it 
would be absolutely wrong to apply such a cast if it covered the anzs- 
thetic area, but treatment can be very effectively carried out as in Figures 
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AND FRACTURE- DISLOCATIONS. 


FicurE V. Case I. 


cast applied 


incorporated in the case (see 


ment; even so, 


engaged. 


Ficure VII. The same case as illus- 

trated in Figures I to VI, showing the 

two screws pressing on the spines of 

the vertebre immediately distal to the 

dislocation. Note the plaster band 

around the forehead to prevent slipping 
forward of head. 


The dislocation 
has been again reduced and a plaster 
Note the thumb screws 
Figure 
VII). These alone prevent a redisplace- the dislocation. 
note the subluxation 
when only seventeen screw threads are 


Figure VI. Case I. Compare this X ray 
picture with Figure V. The effect of 
engaging twenty-three screw threads 
has produced a complete reduction of 
Without this screw 
pressure no cast could prevent dis- 
placements. Compare the hyper- 
extension of the head and_ vertebral 
column here with that in Figure V. 


FicureE VIII. Method of reduction and its mainten- 
ance during the application of the plaster cast. 
The head and neck proximal to the injury are 
hyperextended over the end of a narrow strip 
of hardwood. The end piece of the table is 
dropped. Traction is obtained with the Glisson 
sling, but over-traction must be avoided. The 
spinous process immediately distal to the injury 
is manually pressed forward very strongly. The 
lower portion of the trunk lies on the table. The 
feet are strapped to end of table. 
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IX and X by skeletal traction. In such cases, that is in the presence 
of paralysis, various authorities, especially neurologists, have recom- 
mended that the displacements of the spinal column should be ignored. 
The adherents of this fatalistic attitude consider deliberate reduction 
a very dangerous and difficult procedure, although neither is true. They 
say that any injury to the cord occurs at the time of accident by the 
sudden crushing of the cord by the displaced vertebrae. No doubt this 


Figure 1X. Case Il. Girl, aged nineteen, with fracture-dislocation of the 
fourth and fifth cervical vertebre (see Figure XI). Paralysis of left arm 
and bladder. After complete reduction of deformity by method shown in 
Figure VIII, the head and neck were maintained in the hyperextended position 
over a small pillow acting as a fulcrum, just distal to fracture situation, 
by five pounds traction on the skull with Crutchfield’s callipers. Note the 


short “Dunlopillo” mattress. The bladder is continually drained (self- 
retaining catheter) and irrigated every hour by Mr. A. M. Lazarus's 
apparatus. 


is often true. They are sceptical of the view that in some cases the 
paralysis is due to the pressure on the cord from the displaced vertebra, 
relief of which may improve or cure the paralysis. Such results 
undoubtedly occur. I recently saw a case of compression fracture 
of the fifth cervical vertebra with complete paraplegia which 
disappeared after reduction. Even if reduction were dangerous 
in the presence of paralysis, a person would be better dead than 
paralysed. Anyone would surely prefer the risk, if any, involved 
in an attempt at reduction, providing the latter, if successfully per- 
formed, held out any hope of relief of the paralysis. The important group 
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of cases of “latent paralysis” developing some time (days) later are 
due to a gradual infiltration of the cord by the edema. This will be 
progressive if the displaced vertebra are not correctly readjusted. Of 
course it may develop, even despite a good reduction. In these cases the 
contused cord is edematous, as occurs in any injury elsewhere in the 
body, and the cedema leads to secondary softening and perhaps permanent 
paralysis or death. The older view that intramedullary hemorrhage 
(hematomyelia) is the cause of late paralysis is now discredited by 


Figure X. Case II. Note that the main object of skull traction is to 

maintain the hyperextended position over the pillow, which is very carefully 

adjusted so that it presses forward on the spine distal to the injury. Every 

hour the nurse watches this. Traction with a Glisson sling usually causes 
unendurable discomfort after a few hours. 


many authorities. The best prophylactic against the onset of delayed or 
latent paralysis, so commonly seen after two or three days, undoubtedly 
is reduction of the deformity. If this is methodically performed, without 
numerous attempts, there can be no danger. 

Whilst the deformity is being reduced, over-traction is easily 
produced, but should be avoided. In complete dislocations there is 
naturally severe tearing and stretching of all ligamentous and capsular 
attachments of the dislocated vertebre. The intervertebral disks are 
torn from their attachments and their displacement may hinder 
reduction. Flexion is a commoner cause of injury than extension of the 
cervical segment. Whether the injury has been caused by torsion, hyper- 
flexion or a combination of both, the head and upper segment of the 
spine are flexed forward and held there by the anterior group of cervical 
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muscles. The normal action of all the cervical musculature is interfered 
with and muscular spasm is evident. During reduction this spasm must 
be overcome and the neck elongated so that the displaced articular 
processes involved in the dislocation can be disengaged. The first step 
is traction in the long axis of the neck. Then it is essential to hyper- 
extend it slowly (Figure VIII). After a few minutes the neck suddenly 
elongates as the muscles stretch. Then the dislocation is reduced by 
manipulation. If too much traction is used, and especially if traction 


Figure XI. Case Il. Fracture- Ficure XII. Case II. After four days 
dislocation of the fourth and fifth paralysis of the right arm and bladder 
cervical vretebre in a_ girl, aged developed owing to spreading cdema 

nineteen (see Figures IX and X). of the cord. The reduction obtained by 


traction, hyperextension of neck and 

manipulation forward of the spine just 

distal to fracture was now main- 

tained by traction on the skull, as in 

Figures IX, X and XIII. The points 

of the Crutchfield calliper are plainly 
seen in right top corner. 


is continued during the application of the plaster of Paris cast, we may 
over-stretch the neck musculature and any remaining intact ligaments. 
Then a great tendency for the vertebre to redislocate remains. In 
Figures II and III is seen such an elongation which was due to the 
twenty-four hour period of head suspension by the Glisson sling, which 
had not the slightest favourable effect on the dislocation, and to over- 
traction whilst the deformity was being reduced. Consequently, after the 
plaster of Paris cast was applied there was an abnormally large gap 
between the vertebre in the injured area and to a less extent between 
the other vertebrx, although these presumably had intact ligaments. An 
X ray examination seven days after the successful reduction showed a 
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redislocation. After a second reduction (at the end of ten days after 
the accident) the same displacement recurred. On this occasion, after 
the reduction of the dislocation the vertex of the skull was hammered 
gently with the fist in order to close up the gap between the separated 
vertebral bodies, due to stretching of the neck. Unfortunately this also 
failed to prevent redislocation. No X ray evidence of injury to the 
articular processes was detected. Then it became evident that the spinal 
segment distal to the injury was slipping backwards in the cast, although 


Figure XIII. Case Il. Crutchfield’s FIGURE XIV. Case II. When the 
skull callipers were applied to the general condition of the _ patient 
frontal bones for ten days and caused improved a plaster cast incorporating 

no discomfort. a thumb screw was applied. X ray 


picture shows good reduction, which 

could be maintained in the case only 

by the thumb screw (not seen) similar 

to that used in Case I (Figures V, 
VI and VII). 


it was unpadded in this region. The narrow board which supports the 
neck and chest during the application of the cast prevents a snug fit over 
the dorsum of the neck. A similar difficulty is caused by the perineal 
support during the application of a hip spica. One or two finger screws 
as shown in Figures V, VI and VII prevented the dislocation from 
recurring. The flange of the screw pressed against a piece of felt (one 
inch thick) which was placed over the spinous processes distal to the 
site of. dislocation. Notwithstanding this protection, a pressure sore 
developed ; this was unavoidable and healed easily. Note in Figures V 
and VI that a few turns of the screw make all the difference in preventing 
any displacement. Now, after this and similar experiences, I always 
incorporate this screw in casts for severe cervical injuries. This 
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Fieure XV (Case III). Seventeen days old injury; frontal view shows lateral dislocation 
and rotation of atlas on axis. The odontoid process is fractured and displaced 
laterally. 

Figure XVI. Case III. Seventeen days old injury; lateral view showing dislocation 
forward of atlas on axis. The odontoid process is carried forwards; no paralysis is 
present. Note unimportant fracture of fourth vertebral body also. 


Fieure XVII. Case III. Showing satisfactory, although not perfect, reduction, although 
injury was seventeen days old, obtained_by skeletal traction plus powerful 
manipulation. 


Ficgure XVIII. Case III. Outline of skiagram pictured in Figure XV. Rotation and 
lateral subluxation of atlas on axis (indicated by arrow A) and of odontoid process. 


Figure XIX. Case III. Showing outline of X ray picture in Figure XVI. ‘The line 
of the fracture is through the dens and the dislocation involves the atlanto-epistrophic 
articulation; ligaments and muscles attached thereto must be torn. 


Figure XX. Case III. Outline of X ray picture in Figure XVII. Although the replace- 
ment of the odontoid process is not perfect, both the dislocation of the atlas on 
axis and angulation of spinal column are reduced, despite the duration of injury 
(seventeen days). Note hyperextension of head now. 
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redislocation, despite a well made cast, is a common difficulty and is 
one of the reasons which have discouraged some from attempting the 
reduction. Advocates of this passive policy state that good function 
results despite the deformity. This is true in some cases, providing that 
the displacement causes no pressure on the spinal cord or brachial 
plexus. Unfortunately no one can be certain that secondary cedema of 
the cord will not develop or that a brachial plexus neuritis will not 
ensue at a later date. Cases of unreduced dislocation or fracture- 
dislocation of the neck are not so very infrequent. In some of these 
‘ases the diagnosis was not made because there had been no X ray 
examination, or the X ray pictures were poor or misinterpreted. In other 
cases the reduction failed because methodical methods of reduction were 
not adopted. I recently saw a patient with a complete dislocation of 
the cervical vertebre of some months’ duration. The foster brother of 
this patient was sueing a practitioner for five thousand pounds damages 
because of alleged negligent treatment of an intracapsular fracture of 
the neck of the femur. The man with the unreduced dislocation of the 
neck had been treated by an American osteopath who had a fashionable 
practice among women, but the patient had no grievance against him 
because he was not treated by a qualified doctor. This patient had some 
brachial neuritis which disappeared after the neck was maintained in 
hyperextension in a leather moulded Minerva collar for three months. 
No attempt to reduce the dislocation was attempted. When unreduced 
dislocations remain in young patients we cannot say what disabilities 
may develop, even years later. 

Complete fracture-dislocations of the cervical vertebre are often 
easier to reduce than the pure dislocations. Unfortunately, injury to 
the spinal cord is commoner. Then a plaster of Paris cast is usually 
contraindicated. In these cases, as already stated, the method of head 
suspension from the chin and occiput is too uncomfortable. It is better 
to reduce the deformity immediately under “Evipan” anesthesia (Figure 
VIII). Thereafter the reduction is maintained by hyperextending the 
neck over a small pillow acting as a fulcrum on the lower segment of 
the spine and suspending the head by skeletal traction by Crutchfield’s 
special skull callipers (Figures IX, X and XIII). A special drill is. 
used to bore the holes in the outer table of the skull. It has a guarded 
cutting end to prevent its penetrating deeper than three millimetres. 
Only the outer table of the skull is pierced. The drill holes are made 
about one inch or more in front of the middle meningeal artery surface 
marking. The head of the bed is raised about ten inches in order that 
the patient may act as a counter-weight. A weight of five to eight 
pounds is attached to the callipers over a pulley. Slight movements 
of the patient are encouraged so that pressure on the back is avoided. 
The short “Dunlopillo” mattress (shown in Figure IX) has been of 
tremendous assistance in the nursing of these cases. We now use this 
for all fractures of the spine, pelvis or lower extremities. The Braun 
splints for fractures of the lower extremities do not rest on the short 
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mattress. The full-size mattress is not so satisfactory. After a week or 
more, when conditions are more favourable, that is, when the paralysis 
has become less, the Crutchfield’s callipers are removed and a plaster 
cast is applied. This should always include the head and forehead. 
Otherwise rotation of the neck can occur; then redisplacements can 
take place. Since this paper was written W. G. Crutchfield has published 
a further account of cases in which skeletal traction was used.’ Some 
of these could have been also treated simply by immediate manual 
reduction, as in Figure VIII, followed by the application of a plaster 
cast. 


I think the method of skeletal traction should be reserved for: 
(i) Cases in which paralysis is present. (ii) Cases of some days’ or 
weeks’ duration. In these continuous traction elongates the adhesions 
resulting from torn ligaments and muscles, and may allow thereby a 
satisfactory reduction to be obtained after a few days by strong 
manipulation. (iii) Cases in which other injuries, for example a 
fractured femur, are present. (iv) Severe cervical injuries in the presence 
of severe shock or other constitutional disturbances which prevent 
immobilization in a plaster cast. 


The development of paralytic ileus is mainly avoided by forbidding 
the administration of purgatives, enemata, bowel lavage, frequent 
rectal intubation, pituitrin and other stimulating agents to the 
abdominal viscera. Morphine is of great value in relieving pain, and 
seems less harmful than strong stimulants to the bowel. Formerly 
morphine was regarded as paralysing the bowel musculature. Olaf 
Sjoqvist'*’ not only showed that it stimulated the pendulum movements 
of the bowel in laboratory animals, but also confirmed this finding in 
human beings during laparotomy. The diet consists mainly of fruit 
drinks, glucose and such-like. The bowels may not be evacuated for a 
week or two. A radiant heat cradle is placed over the abdomen. The 
lower limbs should be slightly flexed for at least part of the day. This 
avoids stretching of the abdominal muscles. When the lower limbs are 
fully extended and the patient lies flat on his back, lordosis results, 
and the abdominal muscles especially are tightly stretched. This 
position seems to initiate the development of paralytic ileus. At least 
it plays some part. The importance of avoiding stimulating treatment 
to the paralysed bowel is illustrated in the following case. 


A patient was admitted to the orthopedic ward with a compression fracture 
of the sixth and seventh dorsal vertebre. Retention of urine was present. 
Alteration of the reflexes in the lower limbs indicated irritation of the spinal 
cord. A moderate degree of abdominal distension developed. The patient com- 
plained of severe pain in the liver region. The patient’s temperature and pulse 
rate were raised and an increased leucocyte count was found. Laparotomy was 
performed by a surgeon, but only distended coils of bowel were discovered. Some 
degree of paralytic ileus and abdominal pain due to nerve root irritation are 
usual in fractures of the thoracic vertebre. The patient lay on a “Dunlopillo” 
mattress, but the injured spine was supported by a sling to overhead beams, so 
that hyperextension of this region was obtained. Flexion of the lower limbs 
was encouraged. The abdomen was exposed to radiant heat. Very slight distension 
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developed; occasionally a rectal tube was inserted; flatus was expelled naturally 
from time to time. At the end of thirteen days the bowels were evacuated 
naturally. Morphine was administered as required. No purgatives or enemata 
were ever administered. 

Another case also illustrates the harmful effect on the function of 
the abdominal viscera by hyperextension on the lower limbs. 

In this instance an attempt was being made by slinging the pelvis to overhead 
beams to reduce the slipping backwards of the sacrum in the presence of a 
spondylolisthesis. The pelvis was raised about six inches from the bed. Strapping 
extension was applied to the whole length of both lower limbs. Fifteen pounds 
weight was applied to each limb, which was in the hyperextended position. This 
caused a lumbar lordosis. Within forty-eight hours acute abdominal discomfort 
developed. After this experience the traction was not allowed for longer periods 
than a few hours each day. 

In regard to the bladder, retention of urine is common in association 
with cervical or upper thoracic injuries. This may be due to paralysis 
or cord irritation; it may result from the posture, that is, the patient’s 
lying flat on the broad of the back.. In each case, whatever the cause, 
the bladder is continuously drained by Mr. A. M. Lazarus’s simple and 
efficient apparatus (Figure IX). The indwelling catheter is changed 
every ten days. It is well borne by women. If urethritis becomes. because 
of the catheter, troublesome in men, a very small sized catheter is intro- 
duced. Then when the bladder is irrigated some of the fluid passes down 
between the catheter and urethra and prevents inspissation of pus. 
Saline or weak boracic solutions are less irritating and harmful than 
antiseptic solutions. A suprapubic puncture or cystotomy is both 
unnecessary and dangerous, especially if performed early. Every hour 
100 cubic centimetres of saline or diluted antiseptic solution is run into 
the bladder. A hexamine mixture is prescribed. 
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Surgical Cechnique. 


NOTES ON THE TREATMENT OF THYREOID 
OPERATION WOUNDS. 


By H. M. Wizson, 
Hastings. 


ABouT a year ago Sir Carrick Robertson informed me of the great improvement 
which he noticed in the wounds of his thyreoid operations following the application 
of pressure made over the wound flaps by means of pieces of adhesive strapping. 

On hearing of his experiences, I sterilized some ordinary rubber bath sponges 
and used them to apply pressure in the manner described to me. Such a great 
improvement was noticed in my cases that I am tempted to describe the technique. 


Ficure I. 


Previously I found that most of my wounds, whether they were drained or 
not, had small collections of blood or clear fluid which had to be let out, and 
consequently the wound took up to a fortnight to heal. The application of sponge 
pressure has altered this. 

After sterilization in the autoclave, a small rubber bath sponge is applied 
over the wound with three or four layers of gauze intervening. The success of 
the method depends on the manner in which the two and a half inch adhesive 
strapping, holding the sponge, is applied. The plaster is applied on the back, 
as shown in the diagram, very close to the acromioclavicular joint, and is 
carried some five or six inches down the back. It then passes across the neck 
just above the sternum to the opposite side, where the method of application is 
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similar. The next piece is internal to the first, and the third and fourth pieces 
are as much further internal as necessary. The pressure should be firm, but not 
tight. After five days the clips should be removed. No drainage is used. The 
sponge is then reapplied for two days, after which it is removed and a piece of 
adhesive strapping is applied with light pressure over the wound. When it is 


Ficure Il. 


taken off in twenty-four hours a clean scar is revealed. I have been amazed at 
the improvement in my results. In one case in which I had some collection, I kept 
the sponge on and it automatically disappeared. 

As this method is adaptable to many other conditions where pressure is 
required to stop oozing, I find myself using it frequently. This method of exerting 
pressure is most suitable for cases of hematomata of, say, the buttock. 


Case Reports. 


WIRING OF COMPOUND FRACTURES: SOME CASE 
REPORTS. 


By ArcHiE AsPINALL, 
Sydney. 


In the treatment of a compound fracture it is regarded as unsound surgery to use 
any foreign unabsorbable material to keep in position the fractured ends of 
bones. The following cases of compound fractures, in which wire was used to 
fix the ends of the bones, are reported in order to show that, in certain circum- 
stances, the use of foreign unabsorbable material is justifiable in the treatment 
of compound fractures, and that a good result can be obtained therefrom. 


Case |. 


The patient, an engineer, aged twenty-nine years, was the victim of a motor 
eycle accident, which occurred at 10 a.m. On examination the patient had three 
lacerated wounds: one in the upper part of the leg, which showed lacerated muscles 
and fragments of bone; one in the middle part from which 1-25 centimetres (half 
an inch) of tibia were protruding, and a third in the lower part, from which 
3-75 centimetres (one and a half inches) of tibia were protruding. 


He was operated on at 3 p.m. on the same day. At the operation it was 
found that there were twelve separate fragments of tibia, and that the continuity 
of the bone was completely lost. The fragments of bone were replaced and held 
in position by four separate pieces of wire encircling the bone. The leg was put 
on back and side splints. Injections of antitetanic serum and gas gangrene 
antiserum were given. 


Two months after the operation an X ray picture was taken. This showed 
separation of lower fibular fragments, but the tibial fragments and the upper 
fragments of the fibula were in excellent position. There was some angulation 
of the fragments, which had probably taken place after the application of plaster. 
Two years later an examination showed that he suffered no disability. The 
wires were then removed. An X ray examination made at this time showed the 
fracture of the tibia to be firmly united, but with slight medial bowing; the 
fracture of the fibula was solidly united; and a sequestrum appeared to be 
forming at the site of the old fracture in the tibia. (See Figures I to VII.) 


Case Il. 

The patient, aged forty-one years, was knocked down by a motor car at 
8.45 a.m., and sustained a compound comminuted fracture of both bones of the 
leg, with a lateral displacement of the distal tibial fragment. The fractured ends 
of the bones projected, and much muscle and skin were torn away. Injections 
of antitetanic serum and gas gangrene antiserum were given. The patient was 
operated on the same morning at 11 o’clock. The fragments were held in 
position with encircling wire, and a flap of skin was swung from the side of the 
leg to cover the area which was denuded of muscle and skin. The wound was 
then closed with interrupted fishing-gut sutures. Back and side splints were 
applied. There was no resultant suppuration. One month later an X ray 
examination revealed good position and good early bony union. The leg was then 
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Ficure I. 


Figure II. 


Ficure III. Ficure IV. 
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Ficure V. Ficure V1. 


Ficure VII. Figure VIII. 
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put up in plaster, and the patient was discharged from hospital. Four years later 
the wire was still in, and the patient had no disability whatever; in fact, he 
was unwilling to have the wire removed. (See Figure VIII.) 


Case Ill. 


A patient, aged twenty-seven years, a railway porter, sustained a fractured 
jaw and a compound fracture of the lower part of the arm as a result of a motor 
cycle accident. Five days after the accident 
an X ray examination revealed a comminuted 
supracondylar fracture of the humerus, in- 
volving the elbow joint, with wide separation 
of fragments in the vertical plane. There was 
considerable swelling of the arm, with much 
extravasation of blood. 

At the operation an incision was made 
through the triceps muscle; the fragments were 
brought into apposition with great difficulty 
and held in position with encircling wire. 
Plaster was then applied. A week later there 
was a slight backward displacement of distal 
fragment, with some separation, but no sup- 
puration. After a period of two years the wire 
was removed. The patient can now flex his 
forearm beyond the right angle, and has com- 
plete extension, pronation and_ supination. 
(See Figure IX.) 


Comments. 


In all cases, preparation for the operation 
was done in the theatre by myself; the skin 
was cleansed with ether, and tincture of iodine 
was applied; the skin edges were excised, and 
the wound itself was cleansed with a 1 in 80 
solution of carbolic acid. Bronze wire was 
used. In my hands, wire has been more useful 
than absorbable material. There is, however, no one method of treatment which 
is applicable to all compound fractures; the secret of successful treatment lies in 
operation at the earliest possible moment, with gentleness in handling the injured 
tissues. 


Ficure IX. 
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A CASE OF ECTOPIA VESICE. 


By J. W. S. 
Sydney. 


Miss H., aged thirty years, was admitted under my care to the Royal Prince 
Alfred Hospital. On examination, she proved to have a vesical ectopia for which 
she was desirous of obtaining relief. An X ray examination of her pelvis revealed 
a 7-5 centimetre (three inch) gap between the pubic rami, and also some distortion 
of the sacrum, which was twisted towards the left side. A “Uroselectan B” 
examination revealed two functioning kidneys, each with one ureter. The outlines 
of the renal calyces and pelves were within normal limits. The blood urea 
content was 30 milligrammes of urea per 100 cubic centimetres of blood. As is 
usual with these patients, her gait was awkward, but she walked quite well. No 
other abnormality was found on general physical examination. 


I anastomosed both ureters with the sigmoid colon at one sitting, using the 
Coffey method number two. The abdomen was opened in the mid-line, the ureters 
were identified and isolated, and both ureters were divided between ligatures as 
low in the pelvis as possible. The peritoneum overlying the ureters was then 
divided, and the ureters were freed well up to the brim of the pelvis. Each ureter 
was then fitted with a large ureteral catheter. The left ureter accommodated a 
catheter size 10 French, and the right ureter a catheter size 12 French. These 
catheters were then tightly tied into the ureters with a silk ligature. 


An assistant now filled the sigmoid with gauze packing through the lumen 
of a sigmoidoscope. Oblique beds in suitable positions were made for the ureters 
in the wall of the sigmoid. At the distal end of each bed the mucous membrane 
was incised and the gauze packing presented through the small opening. A silk 
stitch was taken from the end of each catheter into the gauze, and by steady 
traction the gauze was withdrawn from the sigmoid. By this means the ends 
of the catheters were drawn into the sigmoid after the gauze, and little by little 
the ends of the ureters were placed in apposition with the prepared beds. When 
in place, each ureter was securely anchored to the sigmoid with three fine stitches 
of chromicized gut, after which the anastomosis was covered with a Lembert 
suture. All raw areas were now peritonized, and the abdomen was closed without 
drainage. There was very little post-operative shock, and only a slight temperature 
reaction, which settled down forty-eight hours after operation. The bowels were 
opened on the fourth day with a small dose of castor oil. Meanwhile the catheters 
drained very well, and only occasional trouble was caused through blocking. When 
blocking did occur, there was immediate renal pain with a temperature reaction; 
both subsided directly the catheter was cleared. 


The catheters dic not come away spontaneously, but were removed by gentle 
traction on the eleventh day. By this time the patient was taking large quantities 
of fluid by mouth, and also “Neotropin” tablets. Partly owing to an idiosyncrasy 
to the “Neotropin” and partly owing to the amount of fluid she was drinking, 
her bowel was emptying about every quarter of an hour. In addition to this, 
she ran a high and irregular temperature, but with no renal pain, and her 
general condition remained good. After some time during which the temperature 
showed no sign of subsiding, the “Neotropin’” was withdrawn, and her fluid was 
cut down to normal amounts. The change was dramatic. The temperature fell 
to normal, she felt well, and her bowel emptied four times in the twenty-four 


hours. 
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Five weeks after the anastomosis was performed I dissected away the mucous 
membrane of the ectopic bladder, but was unable to excise the stumps of the 
ureters. No flap covering was found to be possible, but the redundant and 
herniated bladder wall was reduced in area and was made to lie flat by being over- 
sewn both horizontally and vertically with plain catgut. The wound was then 
dressed with gauze soaked in a mixture of equal parts of balsam of Peru and 
eastor oil, and left to granulate and epithelialize. This proved a slow process, 
so seven weeks after the operation I skin-grafted the remaining raw area. 

On two occasions since her initial operation the patient’s blood urea content 
has been 20 milligrammes per 100 cubic centimetres. Recently a “Uroselectan B” 
examination was carried out. The function on both sides was found to be excellent, 
and both renal pelves were found to have undergone mild dilatation. The patient 
now appears to be healthy and normal in every way; the bowel opens three or 
four times in the day, and once at night. She is extremely pleased with the 
improvement in her condition. 


ACTINOMYCOSIS OF THE FACE. 


By RIcHARD FLYNN, 
Sydney. 


V.H., A FEMALE PATIENT, aged twenty-eight years, was admitted to the Royal 
Prince Alfred Hospital on January 6, 1933. Her history was that she was quite 
well till September 5, 1932, when she experienced violent toothache. On account 
of this she had the third right lower molar tooth extracted; however, the ache 
in her face continued, and fourteen days later it caused the patient to take to 
her bed. Her temperature at that time was 40° C. (104° F.), and the patient 
felt very ill. There was no swelling of the face, but she complained bitterly of 


Ficure I. 


violent toothache in the right temporal region. She fomented and poulticed her 
face for some three days, and after this her face became very swollen and hard. 
The swelling was incised in another hospital, and a large amount of dark bloody 
fluid was evacuated. The patient stayed in hospital and was treated with fomenta- 
tions for the next two months. A second opening then appeared in her neck and 
discharged freely. Six X ray examinations were made in all, but no abnormality 
of bone was disclosed. The patient was a city dweller, and there was nothing 
relevant in either her personal or family history. 
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On examination, there were in the facio-cervical region two discharging 
sinuses. The skin around each sinus for half a centimetre was reddened, and 
thick pus exuded from the sinuses. The anterior sinus was over the angle of 
the mandible, and the posterior sinus 2-5 centimetres (an inch) further back. 
The cheek on the right side was slightly swollen, and trismus was present; 
the finger was inserted between the teeth with great difficulty. A probe could 
be passed into the anterior sinus for about 2-5 centimetres (one inch). There 
was also slight blueing of skin between the sinuses, but there was little induration 
(Figure I). The regional lymph glands were not enlarged. Physical examination 
otherwise was clear. 
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Figure II. 
A skiagram of the mandible made on January 7, 1933, was reported as 


follows: “The appearance suggests some early infection in the socket of the lower 
right molar, recently extracted. There appears to be some necrotic débris in this 
socket.” Smears of the pus descending from the sinuses were examined daily 
for actinomycosis. Those taken in the first few days failed to show the mycelium, 
but those taken in the third and fourth days were positive. 


The patient was given Lugol’s solution in milk and cream, gradually 
increasing the dose to 6-0 cubic centimetres (100 minims) thrice daily. A full 
blood count was made, but disclosed no departure from normal limits. Four 0°6 
platinum needles containing six milligrammes of radium were applied, with 
lead screenage of four millimetres added, over the involved region at two 
centimetres distance for seven days. When the radium was removed there was 
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a good skin erythema, with some slight edema over the irradiated field, including 
the sinuses. The sinuses were syringed out three times a week with tincture of 
iodine. 

The patient was discharged from hospital on January 24, 1933. She was 
watched in the out-patient department, and the Lugol’s solution was gradually 
increased till 12-0 cubic centimetres (two hundred minims) were given three 
times a day, and the injection of tincture of iodine into the sinuses was continued 
every week till it was no longer possible to inject any. The lesion has healed 
with surprisingly little deformity (Figure II). 
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THE ETIQUETTE OF A SURGICAL CONSULTATION. 
Brewer in his “Dictionary of Phrase and Fable” defines “etiquette” 
as “the usages of polite society”. The word actually means a ticket or 
card, and refers to the ancient custom of delivering a card of directions 
and regulations to be observed by all who attended court. In the 
application of the word to a surgical consultation “etiquette” has lost 
little of its ancient meaning. Although etiquette at first sight has nothing 
whatever to do with ethics which signifies the science of morals or study 
of the principles defining man’s duty to his neighbour, nevertheless there 
is a moral basis to the etiquette of a surgical consultation. To consult 
or to take counsel implies the presence of at least two persons. Con- 
sequently it is a travesty of the word when in the avoidable absence of 
the regular attendant the surgeon is asked to examine a patient in a 
private hospital and to inform the practitioner of his opinion later on. 
Such a practice, though based on a trust which is flattering, is to be 
condemned. Very occasionally it may happen that the practitioner in 
attendance is prevented from keeping the appointment. The surgeon 
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may then, after waiting a reasonable time, see the patient, and leave 
his opinion in writing in a closed envelope addressed to the absent 
practitioner. 

Etiquette should also be demanded of the patient, his relatives or 
his friends. Their wish for a consultation should first be made known 
to the practitioner in attendance. They should not go behind his back 
to the surgeon they desire. The surgeon in such circumstances will, in 
honour, point out the correct course to be followed. In ordinary circum- 
stances the surgical consultant should name the hour of meeting, and 
punctuality should be observed. It is not courteous to waste another's 
time, nor to impose on him the necessity of idly awaiting you. Prior 
to the consultation the medical attendant should broach the subject of 
the fee to those who are to pay it, and he should ascertain or make sure 
that the fee is ready for presentation to the consultant at the conclusion 
of the consultation. Laxity in this respect leads only too often to a 
bad debt, and maybe to bad feeling. Before seeing the patient, the 
practitioner in attendance should give the consultant a concise history 
of the case. In consultations it is proper for the regular attendant to 
precede the consultant on entering the patient’s room, and to introduce 
him, if necessary. He should be the last to leave the room. The 
diagnosis, the prognosis and the treatment should then be discussed in 
private. The consultant should act as spokesman in announcing to the 
patient or the patient’s friends the opinion and advice following from 
the consultation. After such announcement, the prescriptions, if any, 
should be written by the regular attendant, and offered to the consultant 
for his perusal. 

If his future well-being demands that the patient or his friends 
should be made aware of a difference of opinion among those taking part 
in a consultation, it is the duty of the consultant jointly with the 
attending practitioner to communicate this information. Arrangements 
for a future consultation should be left to the initiative of the 
practitioner in attendance. 

If, for some reason, a personal consultation is impossible, the 
attending practitioner should write a letter introducing the patient, and 
should courteously and punctually reply to any communication from 
the consultant. The latter should in turn write and forward his opinion, 
along with any prescription he may advise, in a closed letter addressed 
to the attending practitioner. 


H. S. 
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Surgery in DOther Countries. 


[In this column will be published short résumés of articles likely to be of practical 
value from Journals published in other countries and not readily accessible to 
surgeons in Australia and New Zealand.] 


PEGGING THE KNEE: DRILLING: PEGGING AND ARTHRODESIS OF THE HIP. 


Marcel Galland: “Le clavetage du genou”’, Bulletins et mémoires de la société des 
chirurgiens de Paris, Volume xxviii, March 20, 1936, page 164. 


R. Massart: “Technique des forages, des enchevillements et d Varthrodése de la 
hanche par la voie transcervicale”, ibidem, April 3, 1936, page 216. 


Ir is evident from the continental literature that large operative procedures on 
bones and joints are now looked upon with disfavour by many surgeons, who by 
ingenious operations obtain the same effect by smaller and less dangerous 
operations. In Germany the arthrodesing and arthroplastic procedures on the 
hip joint are often replaced by various osteotomies which “recline” or alter the 
mechanical forces of weight-bearing acting through the head and neck of the 
femur. A carefully planned osteotomy can relieve the pain and instability caused 
by old dislocations of the hip, old fractures of the femoral neck, osteoarthritis, 
cora vara, so-called “slipped epiphysis” (especially in the non-traumatic variety, in 
which osteotomy by “reclining” the weak part of the neck and thereby altering 
the weight-bearing force is undoubtedly the best treatment, even in early cases 
of a few weeks’ duration), and numerous other conditions. In France various 
simple but effective and ingenious operations have been also described for the 
arthrodesis of the knee and ankle joints by Galland, of Berck-sur-Mer, and others. 

Massart states that although the Smith-Petersen and similar incisions permit 
a more or less clear view of the hip joint, they cause a great disturbance of the 
anatomical structures covering it. This disturbs recovery, especially in an old 
and debilitated patient. For a long time Massart has successfully performed 
various operations on the hip joint by an incision which 
is reduced to the minimum by using a lateral approach 
over the great trochanter—the transcervical route. 

1. Drilling the neck of the femur (“bone boring”’). 
This is apparently a popular procedure in France for 
“rheumatism” of the hip joint, and is well known in 
this country through the pioneer work of Sir Thomas 
Fitzgerald, Mr. Fred Bird and J. Forbes Mackenzie, of 
Melbourne. Strangely enough, these authors quite 
independently recommend a gimlet (and not a rotating 
drill, the use of which requires two hands, the sense 
of direction being thereby lost), and do not use any 
X ray control or aiming device, such as Delbet’s well- 
known device for drilling along the axis of the femoral 
neck. The operator’s finger is made to glide along 
the front of the femoral neck in order to determine the 
longitudinal axis thereof (Figure I). With the patient Ficure I. 
on the orthopedic table, the neck is then drilled by hand, 
and an X ray examination is made in order to determine the position of the 
drill hole. Then through the drill hole the neck and head of the femur are 
curetted. The cavity can be examined by inspecting it through the endoscope. 

2. Osteosynthesis for recent and old fractures of the femoral neck. A tibial 
graft is inserted after drilling the femoral neck and head exactly as in bone 
drilling (see above). The author considers the Smith-Petersen nail, screws and 
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other methods of internal fixation inferior to the graft. Although this author 
thinks he can accurately determine the long axis of the head and neck by his 
finger gliding along in the front of the joint (which is admittedly quite accurate 
enough for drilling for rheumatism), there are very few surgeons of experience 
who would agree with him when, after such a rough determination, he intends 
transfixing the caput femoris in a fractured neck of the femur. 

3. Arthrodesis of the hip by a transcervico-iliac graft. Through the same 
lateral incision a tibial transplant is driven into the ilium just above the 
acetabulum along a drill hole, previously made, in the base of the great trochanter 
(Figure II). The procedure can be rapidly and easily 
performed. He has successfully operated on many occasions 
and, therefore, claims that these operations should replace 
operations requiring complicated and mutilating techniques. 

M. Marcel Galland in 1931, at the Belgian Orthopedic 
Society, described his method of arthrodesis of the ankle 
joint (Figure III, C) by simply placing a transarticular 
tibial transplant through the articular surfaces of both 
malleoli. This amounts to putting a spanner in the machine. 
He has now applied the same principle to a simple and non- 
dangerous arthrodesis of the knee joint. This is shown in 
Figure III; the principle of the pegging of a knee or ankle 
joint is by two cylinders, one inside the other and one fixed. 

Figure III, B, shows that the movement of the cylinders 
is stopped by inserting a peg in the two semicircular canals, 

Fieure II. when they are opposite one another. Figure III, C, shows 

the ankle joint movements blocked by driving a peg of bone 

through both malleoli along the joint line between the talus and tibia. Figure III, 
D, shows blocking of the knee joint movements by a similar peg. 

The method could not be applied to the knee until recently because a large 
enough bone transplant could not be obtained, as the knee joint naturally requires 
a much larger one than the ankle. Using os purum according to the work of 
the Swede, S. Orell, a bone peg 2-5 centimetres in 
diameter, obtained by removing a cancellous peg 
from an epiphysis of the ox, provides the necessary 
area for anky- 
losis, that is 20 
square centi- 
metres (Figure 
IV). The opera- 
tion is performed 
under local anal- 
gesia very quickly. 
Galland states 
that in February, 
1936, Yvin used a 
human graft in 
the interarticular 

Ficure III. Ficure IV. 
be used wherever 
resection of the knee joint is indicated, but in tuberculous disease it must be 
used only very reluctantly, and never before eighteen months have elapsed. No 
technique is universal, and the method is not meant to replace all resections of 
the knee joint. 

In the discussion following the reading of this paper, Masmonteil, whilst 
praising the ingenuity of the author, questioned the enthusiasm for os purum, 
which, being both dead and non-human, required longer to be incorporated in the 
surrounding human bone, or might become an aseptic sequestrum. 

Galland, in replying, stated he spoke also for Calvé on this question. 


Tuomas KIne. 
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A NEw INSTRUMENT FOR THE INSERTION OF SUTURES. 


Dr. Hans von Briicke, Universitats-Frauenklinik, Innsbruck: “(ber ein neuartiges 
chirurgisches Néihinstrument”’, Zentralblatt fiir Chirurgie, July 20, 1935, 
Number 29, page 1684. 


Tue illustrations, Figures I and II, show a new instrument which has been 
designed somewhat on the lines of the clamps which are used by printers for 
stitching folios. With this instrument the metal clamps are separately introduced. 
The instrument takes the form of a forceps with three arms (Figure I, 1, 2 and 3). 
These arms are movable round a common axis. The posterior part of the middle 
arm (2) is flat, and its two surfaces are connected with two springs and a set 
screw; this arrangement enables the three arms to move in relation to each 
other. The anterior end of the middle arm (Figure I, 2) contains a channel for 


Ficure I, Figure II. 


a piston, which presses out a single clamp from the block of clamps placed in the 
channel. The metal clamps are moved forward by means of a spring. The piston 
is pressed down by means of arm 1. This piston in its downward movement 
liberates the most anterior clamp from its connexion in the block of clamps, 
presses it through the cut end of the structure that is being clamped, on to a 
flat groove on the lower arm. Further pressure turns over the ends of the clamp 
and crushes it, so that it becomes a half-closed ring, the cut end of the structure 
being thus quilted. 


Figure I shows the instrument from the side and below, and a view of the 
anterior half of the instrument from above. 


Figure II shows how the suture forceps is used in the resection of the large 
intestine. In the upper illustration the intestine has been crushed with a view 
to being divided. The metal clamps are inserted singly in the crushed furrow by 
means of the suture instrument. The lower part of the illustration shows the 
intestine being partly cut through by means of a diathermy knife. On the right. 
side of the illustration is seen the method of invagination of the clamped ends by 
means of a purse-string suture. 

H. B. DEVINE. 


THE MOVEMENT OF THE DIAPHRAGM AND THE VENOUS CIRCULATION AFTER OPERATION. 


J. Frimann-Dahi (Oslo, Norway): “Postoperative Rdntgenuntersuchungen; 
Diaphragmabewegungen und der postoperative Venenstrom; postoperative 
Lungenembolien”, Acta Chirurgica Scandinavica, Volume 1xxvi, 1935, page 1 
(Supplement 36). 

J. FRIMANN-DAHL writes from the surgical clinic at the University of Oslo, of 

which Professor Dr. Johan Holet is Director. Frimann-Dahl has made extensive 

post-operative X ray investigations of the movements of the diaphragm and of the 
post-operative venous currents and post-operative emboli of the lungs. 
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A survey is given of the points in favour of the view that changes in the 
venous blood stream, especially a slow rate of flow, may be of significance in 
the occurrence of thrombosis. Special mention is made of the possibility that 
the movements of the diaphragm may influence the venous circulation. The most 
important prophylactic measures which have been adopted to improve the flow of 
blood in the veins are described. 

Investigations of twenty patients after abdominal operations showed that a 
considerable decrease of the activity of the diaphragm occurred, especially if the 
incision had been made in the upper part of the abdomen. The decreased activity 
of movement lasts from one to twelve days. 

Investigations of the venous circulation after operations are mentioned. After 
a short review of the methods that might be found useful in the determination 
of the venous blood flow during the post-operative period, an account is given of 
the comparatively few investigations that have been carried out in order to 
demonstrate changes in the circulation of the blood during that period. A new 
method for investigation of the venous blood stream is described. By aid of 
this method the conditions of flow in the saphenous and femoral veins have been 
examined. In patients who are not operated on the flow of blood is retarded 
during confinement to bed. An exception occurs, to a certain degree, in patients 
with thyreotoxicosis. In twenty-nine patients subjected to operations involving 
danger of embolism the venous blood stream was examined both before and 
several times after the operation. For the purpose of comparison, eight patients 
who had been subjected to operations not involving danger of embolism were 
examined. After operations presenting danger of embolism, there occurs in most 
cases a pronounced retardation of the venous blood flow. The rate of flow in 
the veins may become so slow that the blood almost comes to a standstill. The 
retardation sets in most distinctly from the second day after operation, and has 
a tendency to last during the whole of the time that the patient stays in bed. 
Particularly in young patients there may be seen a transitory retardation of the 
flow of the venous blood. In operations not involving danger of embolism there 
could also, in a few cases, be detected a retardation of the venous blood flow, 
but to a comparatively slight degree. After strumectomy with thyreotoxic 
conditions no retardation was noticed. 

The causative factors are difficult to determine. The movements of the 
diaphragm follow definite curves, a great decrease in mobility appearing as soon 
as the first day after the operation. By degrees the movements show improvement, 
and they are usually normal after a week. The curve representing the flow of 
venous blood runs almost in the contrary direction. Therefore, the decreased 
movements of the diaphragm can hardly be the chief cause of the slow venous 
circulation. The cause must be sought for in other factors. In the first place, 
post-operative meteorism, by increasing the intraabdominal pressure, probably 
brings about a temporary stasis in the veins. Secondly, it must be assumed that 
the patient’s inactivity plays an essential réle. This inactivity may have effect 
either locally, owing to the restricted movements of the lower extremities, or 
generally, and then probably through reduction of the total quantity of blood 
in circulation. 

In several cases there has been detected a retrograde flow into the femoral 
from the saphenous vein, a finding which suggests that eddying currents may 
easily arise in the femoral vein. The explanation of this finding has been 
sought in the observed fact that the flow of blood as a rule is slower in 
the femoral than in the saphenous vein. 

It could not be demonstrated that the blood flow in the brachial veins was 
retarded in the same manner as in the saphenous vein. 

In two cases in which the venous blood flowed slowly, thrombosis was 
observed; in other cases, however, in which the flow of venous blood was very 
slow, no thrombosis was found. 

For prophylactic purposes the flow of venous blood can be considerably 
improved by active movements of the lower extremities. Also, by massage a 
more rapid flow of blood in the veins can be obtained. By raising the extremities 
to an angle of about 45° the flow of venous blood is instantaneously accelerated. On 
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raising the foot of the bed about 30 centimetres the rate of flow in the veins 
will also become more rapid than when the limbs are lying in a horizontal position. 
Inhalation of carbon dioxide likewise improves the venous circulation rapidly and 
to a high degree. 

Venography provides a means of detecting latent thromboses. 

The author records 14 cases of post-operative pulmonary embolism; he gives 
descriptions of the radiological findings and short case histories. In the majority 
of the cases a series of skiagrams of the lungs was taken, as from the commence- 
ment of the symptoms. By X ray examination the diagnosis of pulmonary 
embolism can be made earlier than by clinical examination only. In the subsequent 
course, X ray examination supplies very valuable information and furnishes a 
support for the clinical findings. 

Small embolisms with slight hemoptysis lead to transitory changes without 
formation of distinct infarcts, probably producing only a local hyperemia. Larger 
embolisms cause changes of longer duration, up to several weeks. In skiagrams 
these changes are seen as very dense, characteristic shadows of triangular or 
circular shape, usually localized to the base of the lung. They often leave behind 
adhesions as in pleuritis. The formation of exudates of varying size is a frequent 
complication of pulmonary embolism. By a systematic X ray investigation of 
the lungs of patients operated upon, not a single case of atelectasis, nor any 
certain case of latent pulmonary embolism, could be discovered. 


H. B. DEVINE. 


MEDIAL CoLLUM FEMORIS FRACTURES. 


Karl Lehmann: “Results of the Treatment of Medial Collum Femoris Fractures”, 
Acta Chirurgica Scandinavica, November, 1935, page 271. 
LEHMANN reports on eleven medial collum femoris fractures treated by the 
canaliculized Smith-Petersen nail according to the method of Johansson, “because 
it must be of interest now to learn whether others may obtain just as good 
results with this promising method of treatment as have been obtained by the 
prominent technician who elaborated the method”. He devotes some pages to 
the present status of the Whitman-Lofberg method, and concludes that the results 
have not been encouraging, despite some very high successful figures which have 
been published by others and which he criticizes. For example, he considers 
that Campbell’s often cited statistics published in 1930 are worthless. Campbell 
claimed good results (which should assume bony union) in 90% of such cases. 
But as in a total of 160 treated cases only 21 were reexamined, “one cannot 
help suspecting that the patients in whom the therapeutic results were poor have 
stayed at home”. A very important table is published of nearly nine hundred 
cases reported by various authorities in which treatment was carried out between 
1924 and 1933; this includes one hundred and fifty-three cases of Lofberg’s (the 
prominent European exponent of the Whitman procedure), who obtained 56% good 
results. This table includes only cases presumably treated by experts, but in 
another table Lehmann quotes three large statistical compilations from three 
countries, the most modern one being Katzensteins (Berlin) in 1928, with 11:2% 
good results in one hundred and sixty-nine cases. “It is hardly accidental that 
this percentage approximates the frequency of the impacted fractures” which, of 
course, almost invariably result in osseous union. In a third table he sets out 
the results obtained in seventy-seven cases in which treatment was carried out 
at Sundby Hospital (with which he is associated) in Copenhagen in the last ten 
years. He distinguishes carefully impacted from non-impacted fractures, because 
the former are almost (but not quite) foolproof, and should not be disimpacted 
“as is done by many surgeons’. Yet, by X ray examination in two planes (frontal 
and lateral), the surgeon must make sure that the impaction is solid, and that 
there is good contact between the fragments. Among twenty-seven impacted cases 
there were only twelve “good” results (that is, those with bony union). He does 
not state whether the poor results were due to disimpaction and resultant non- 
union or to osteoarthritis, which seems to be a more frequent event after impacted 
fractures, no doubt owing to crushing of the head. Among non-impacted fractures 
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treated by traction or sand-bag immobilization, there were only two certain cases 
of bony union among fourteen (86% failure); but by the Whitman-Lofberg method 
there were six cases of proved bony union among twenty (that is, 30%). In 
another group, in which his statistics were based on reports from patients’ relatives 

and not on first-hand examination, the results were 


much the same. He concludes: “The results 
obtained with the Whitman-Lofberg method have 
not been encouraging; and after-examination of a 
fairly large number of patients suggests even more 
} strongly than the mere figures how a _ pseudo- 
arthrosis may be accompanied by great suffering 
and make the life sad even for old people who 
1S 10 


want no great deal of mobility.” 
Lehmann considers that osteosynthesis with 
55% the Smith-Petersen nail is the method of choice, 
but that the insertion of the nail by arthrotomy 


is too risky, and, therefore, the method of extra- 
articular osteosynthesis is a great advantage— 
“the performing of the operation cannot be said 
to be difficult, the only requirement being 
) p patience”. He stresses the great importance of 
firm impaction. Since adopting this method the 
author has found it possible to set out to obtain 
totat $2 12 


total : 
bod result : 


bony union in a larger number of cases, although 
a certain number would have been refused treat- 
bed result: 4F% 83% ment by the Whitman method. 

Fig 1 An important part of the paper is the sub- 
division of subcapital fractures into oblique and 
transverse (Figure 1). On examining the results 
of his entire material during the last ten years, Lehmann found that 55% of the 
transverse fractures (I and II in Figure 1), and 47% of the more horizontal 
oblique fractures (III in Figure 1) gave poor results, but the poorest results were 
in the unfavourable vertical oblique fractures (83%) (IV in Figure 1). Such 
figures bear out Pauwel’s important work om this subject. 

THOMAS KING. 


THE USE OF SoptuM CHLORIDE IN SURGERY. 


J. Papp and K. Tepperberg, Cernauti, Roumania: “Kochsalzbehandlung in der 
Chirurgie’, Der Chirurg, June 1 and 15, 1936. 


CoMMENCING their papers with a statement of the depressing results of treatment 
of acute intestinal obstruction by the usual methods, Papp and Tepperberg set 
out the practice which they have adopted in their clinic for the past seven years, 
of which, they say, the results have been most happy. The rationale of the 
method is that the main production of chlorides is in the stomach, duodenum 
and liver, and that they are reabsorbed into the circulation in the lower bowel. 
They have a definite neutralizing effect on the toxins produced in intestinal 
obstruction, so that the following position arises. Chlorides produced in a case 
of obstruction are shut off from their area of absorption, and are, therefore, 
wasted. The chlorides available in the blood are immediately combined in 
neutralizing the toxin, and a severe fall in blood chlorides results, producing 
the clinical picture of hypochloremia, which leads to death. 

The sodium chloride may be introduced in three ways: (i) As an isotonic 
solution, subcutaneously, intravenously, as a continuous rectal infusion, or directly 
into the peritoneal cavity. (ii) In hypertonic solution, 10% to 30% intravenously 
or per rectum. (iii) By heavily salting soups, milk and other fluid foods. In 
general, 20 to 25 grammes of sodium chloride should be given in the twenty-four 
hours, though this may be very greatly exceeded without damage. The clinical 
indicator is the tongue. So long as the tongue remains dry or becomes dry, the 
saline administration is continued. The time to begin the treatment is immediately 
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the diagnosis is made, before operation, and it should be continued for forty-eight 
hours afterwards. The only contraindication is severe renal disease. Rigors 
occur with intravenous and subcutaneous injections occasionally, and a cardiac 
tonic should be given with these injections. The appearance of edema is a sign 
that the treatment is being overdone; the edema will disappear when the treatment 
is discontinued. Thrombosis of the vein used can be guarded against by slowness 
of injections and by not using stronger solutions than 10%. 

The technique of management of a case is as follows. Immediately on 
diagnosis the patient receives 2,000 cubic centimetres of physiological saline 
subcutaneously. In severe cases he receives in addition 20 cubic centimetres or 
more of 10% saline solution in a vein. This procedure produces a striking change 
in the patient, making an apparently moribund patient easily operable. The 
operation is always done under spinal anesthesia, and a spontaneous evacuation 
of the bowels on the table often occurs on relief of the obstruction. If no evacuation 
occurs, and distended bowel makes the closure of the abdomen difficult, pouring 
warm saline solution into the open peritoneal cavity will often initiate peristalsis 
and bring about an evacuation. For the next forty-eight hours saline solution is 
given at intervals of four or six hours, either by intravenous injections of 20 cubic 
centimetres of 10% solution, or by rectal infusions. 

Failures may occur when the delay in operating has made the bodily changes 
irreparable; but of the author’s whole series of patients, none has suffered from 
post-operative pulmonary complications or thrombosis. 

In dealing with gastric surgery, the authors refer to the experimental and 
clinical evidence that the higher the obstruction, the more sudden and severe 
is the degree of hypochloremia, and that pyloric obstruction is the worst from 
this point of view. They point out that during the period of the first two or three 
days after a gastric resection or a gastro-enterostomy the patient is in fact 
suffering from an artificially produced pyloric stenosis, as the new stoma does 
not function during that time; the blood changes seen are sudden and severe. 
With chronic pyloric stenosis, however, the onset of the blood changes is more 
gradual and they are not so grave. Papp and Tepperberg consider that saline 
treatment can well be used prophylactically in these cases both before and after 
operation. Pre-operative administration of saline solution by the various routes is 
particularly indicated in those cases of chronic pyloric stenosis in which the 
condition of the patient has very gravely deteriorated. 

ArTHUR E. Brown. 


OPERATIVE FAILURES IN GASTRIC AND DUODENAL ULCER. 


Professor Heinz Kalk, Horst-Wessell Krankenhaus, Berlin: “Das erfolglos operierte 
Geschwur des Magens und Zwélfingerdarms”, Der Chirurg, May 15, 1936. 


THE more one learns about the part played in the formation of peptic ulcers by 
the acid and highly digestive gastric juice, the more certain one becomes that 
the correct aim of all operations for the cure of ulcers should be the reduction 
of the gastric secretion, and the motor and mechanical resting of the ulcer-bearing 
area. 

Passing in review the more important operative procedures in this respect, 
Kalk considers that gastro-enterostomy produces a new factor in the motility 
and emptying of the stomach, in that it empties much more rapidly, particularly 
when the patient is in the upright position. Towards the end of the emptying, 
the old expulsive powers act with effect, and the stomach contents pass again 
along the pyloro-duodenal tract. The secreting function of the stomach is not 
affected as much as was formerly thought. The duodenal juice being almost neutral 
in reaction, has a very small neutralizing effect even when a good reflux of it occurs; 
but it can and does produce a definite gastritis which has one of two effects. 
Either an atrophic gastritis with progressive diminution of the gastric secretion 
takes place, in which case the patient remains cured; or an acid gastritis with 
increasing acidity is set up, in which case another ulcer, either gastric or jejunal, 
will develop. As no one can predict which result will occur, gastro-enterostomy 
is always a leap in the dark. 
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Pawlow’s “chemical phase” of gastric secretion is conditioned by a well 
defined portion of the stomach, which may be termed the “acidity control zone”, 
and which corresponds in area to the zone of the pyloric glands. It produces 
an alkaline secretion, in contradistinction to the ferment-containing and acid- 
containing secretion of the fundus. Variation in size of this zone is an important 
factor in considering operative failure. The essential principle in the various 
resection techniques lies not, as was at first thought, in the removal of the ulcer- 
bearing area, but in the removal of the acid-controlling zone, and, secondarily 
to that, in a reduction in size of the acid-producing and ferment-producing area 
by very extensive resection. The Billroth II operation, when sufficiently extensive, 
produces the best drop in acidity, an anacidity generally resulting. With the 
Billroth I operation such a result is only occasional, because the need for uniting 
the gastric and duodenal stumps prevents the surgeon from removing the whole 
pyloric gland zone. But in both, the mechanism of reducing the acidity is quite 
different from that of gastro-enterostomy. The fact that it is only the control, 
and not the power, of acid production which is removed in the operation, is 
demonstrated by injecting histamine, which acts directly on the glands of the 
fundus. After resection, histamine will cause a free flow of acid secretion at first; 
but later gastritic and atrophic changes destroy the power to secrete, and histamine 
then has no effect. 

The normal peristaltic and contractive function of the stomach being distorted 
by resection, its motility is then dependent on hydrostatic pressures. Emptying 
depends only on the size of the opening and the height of the fluid column above 
it. In the normal stomach there is a delicately balanced relationship between 
motility and secretion, but in the resected stomach this is lost. This is serious 
if, as for instance in the formation of a new stomach outlet, emptying is effected 
while secretion goes on. In such a case there will be a residual secretion of high 
acidity and concentration in a stomach whose contents have been evacuated, and 
this leads to ulcer. Such residual secretion is naturally most plentiful in those 
cases in which the secretion-controlling zone has not been completely removed. 

Having thus briefly reviewed the anatomical changes in the stomach, Kalk 
proceeds to consider the operative failures, and classifies them thus: 

1. Early effects. Vicious circle and dilatation. Apart from the surgical 
treatment of these, the only point needing emphasis is the threat of hypochloremic 
coma, in which the intravenous or rectal administration of sodium chloride may 
be a life-saving measure. 

2. Late effects: (a) mechanical; (0b) inflammatory; (c) ulcer formation, 
(i) recurrent, (ii) jejunal; (d) effects of altered digestive function; (e) general 
effects on the body. 

The mechanical defects are well defined and need no comment except that 
to ascribe post-operative symptoms to adhesions is generally wrong. Inflammatory 
changes in the mucosa are seen most often after gastro-enterostomy; they occur 
after the Billroth I, but are rarely seen after the Billroth II operation. The 
main cause is the reflux of duodenal secretion. The symptoms become progressively 
worse after gastro-enterostomy, but if they are present after gastrectomy they tend 
to become less. Treatment consists in irrigation with an astringent solution 
in addition to a suitable dietary, but often the surgeon is compelled to undertake 
further surgery, the benefits of which are doubtful. The worst of the post-operative 
complications is ulcer formation, which is rare after gastrectomy, but in Kalk’s 
opinion very frequent after gastro-enterostomy. (Jejunal ulcer, he considers, occurs 
in more than 25% of cases after gastro-enterostomy.) Jejunal ulcer occurs when 
the operation has not diminished, or has increased, the secretion of a highly acid 
and powerfully digestive juice which is then able to act on an area not naturally 
equipped to withstand it. Kalk puts forward a number of arguments in favour 
of this opinion, which is contrary to that of Konjetzny, that the gastritis itself 
is a sufficient cause. Fractional analysis of the stomach contents is of great 
importance in making the diagnosis. The resected stomach retains, in spite of 
the loss of its controlling area, its power of responding to chemical stimuli by 
an increased section. In cases in which an insufficient resection has been done, 
and part of the pyloric zone has been left, the acidity curves are of a decided 
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climbing type, with increased amount of secretion even in the “empty” stomach. 
This is yet more pronounced if the whole control zone has been conserved, as in 
gastro-enterostomy and Eiselsberg’s operation. In these, not only is there a high 
acidity with increased secretion, but after withdrawal of the stimulating solution 
a maximal secretion sets in with a ladder type of acidity curve to a very great 
height. Large quantities of pure gastric juice are thus present, with no duodenal 
contents to neutralize them. A curve of this type is sufficient of itself to make 
the diagnosis of jejunal ulcer. 

Medical treatment of these recurrent ulcers may be successful, but only if 
the previous resection has been sufficient to prevent a high acidity. After gastro- 
enterostomy medical treatment takes much longer, and the tendency to further 
recurrence is much greater. A second operation cannot make the fate of such a 
patient worse, and should always be done if the general condition permits. In 
some unfortunates, surgery cannot cure the tendency to form ulcers; but often 
in patients with small stomachs and very extensive pyloric gland zones, after 
a primary failure, a more extensive resection may effect a cure. 


ARTHUR E. Brown. 


PROMONTORY FIXATION OF THE UTERUS AND VAGINA IN UNUSUALLY LARGE AND 
COMPLICATED PROLAPSE. 


Professor Dr. G. A. Wagner, Berlin: “Die Promontoriofirur des Uterus und der 
Vagina bei ungewohnlich grossen und komplizierten Prolapsen”, Der Chirurg, 
April 15, 1936. 

PROFESSOR WAGNER discusses the difficulties of curing prolapse of a very severe 

grade, when the pelvic floor is hopelessly damaged, and more particularly when 

the uterus either has to be removed at the operation, or has previously been 
removed. 

He puts forward for consideration the operation of fixation of the uterus to 
the sacral promontory, an operation of which, including his own seven cases, 
ninety examples have so far been reported in the literature. 

He gives the indications for its use as follows: (i) Severe prolapse in which 
the uterus is lacking, or cannot be conserved at the operation. (ii) Severe prolapse 
following on a previous operative failure, whether the uterus can be conserved or 
not. (iii) The presence of a very defective pelvic floor. (iv) That most 
difficult condition, the “genuine genital hernia’, with prolapse of the posterior 
vaginal wall, and sagging of the pouch of Douglas. (v) Severe prolapse in women 
of child-bearing age in whom the slackening of the muscles and fascia of the 
supporting mechanism is very great. (vi) The presence of prolapse, together with 
a large abdominal tumour necessitating an abdominal section. 

For the full details of the operation, Wagner refers the reader to his article 
in Kirschner’s “Surgery”, but puts forward the major features. A silk suture is 
used for the fixation, which includes the posterior wall of the cervix if this 
exists; if not, the suture must take a wide bite through the muscular coat of 
the posterior vaginal wall, not penetrating the mucosa, and this suture should 
be placed in that part of the vaginal vault which will most easily come up to 
the promontory. According to the length of the vagina available, the fixation is 
made by passing this suture so as to hold the vagina to either the last lumbar 
vertebra, the first sacral segment, or the intervertebral disk between them. The 
intervertebral disk holds the suture very well, but if it cannot be used, the 
periosteum and the anterior longitudinal ligament afford a good hold. Good 
exposure of the promontory is essential, and free separation of the peritoneum 
over it. In the dissection of the peritoneum from the promontory, the middle 
sacral artery may be pushed aside, and it is not necessary to ligature it. Should 
a large cystocele be present, an anterior colporrhaphy, and if possible an “inter- 
position” of the uterus, should be done before the laparotomy. A perineal repair 
must never be omitted. The only definite recurrence reported among the 90 cases 
occurred in a woman whose condition did not permit a perineorrhaphy at the time 
of the operation, and who refused to submit to the further operation later on. 
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The excellent results obtained are noteworthy, when it is considered that 
all the cases in which operation was performed represented the most difficult type 
of prolapse. They are the more remarkable in that the tension needed to bring 
the vaginal wall up to the promontory is often considerable. The functional result 
is very good, as far as the use of the vagina in coitus is concerned. The vagina 
retains its normal length, and, in contradistinction from other operations, its 
normal direction. The operation is not dangerous. One death, from an embolus, 
occurred in the whole series. Intestinal obstruction, however, has followed the 
operation on three occasions; in two of these it seems to have been directly 
due to the fixation. As this is a real danger, the pouch of Douglas being left 
with an inelastic tense edge above, and there being a deep cleft on each side of 
the medially tautened vagina, Wagner insists on the need for obliterating these 
by purse-string sutures. Douglas’s pouch is obliterated by successive purse-string 
sutures, which bridge over the rectum; and purse-string sutures are also used 
to close up the lateral pouches. When the lateral purse-string sutures are being 
inserted, the ureter may, unless care be exercised, be either damaged by the stitch 
or deprived of its necessary mobility by being distorted when the suture is 
tightened. By carrying out the obliteration of these pouches, not only is the risk 
of obstruction eliminated, but as the pelvic floor is brought up to about the middle 
of the pelvis, the dreaded recurrent prolapse of Douglas’s pouch cannot occur. 

Properly carried out, and on correctly chosen indications, Wagner claims that 
this operation offers almost a certain guarantee of cure in these very difficult 


conditions. 
ARTHUR E. Brown. 


Reviews. 
A TEXTBOOK FOR SURGEONS. 


Post-Graduate Surgery. Edited by R. Marincor, F.R.C.S., with an introduction 
by the late Right Honourable Lord Moynihan of Leeds, K.C.M.G., C.B., M.S., 
F.R.C.S. (in three volumes): Volume I; 1936. London: Medical Publications 
Limited. Sydney: Angus and Robertson Limited. Super reyal 8vo, pp. 1758, 
with 846 illustrations. Price: £3 3s. for one volume; complete set, £9 9s. 
(the volumes are not sold separately). 


Tuts is the first of three volumes of a very large and ambitious work. The editor 
has collected a very representative group of surgeons, and has produced an 
excellent volume dealing with the abdomen, rectum and anus, anesthetics and 
X ray diagnosis and treatment. One excellent feature is that, where necessary, 
prominent physicians have written sections on medical treatment and medical 
complications, thus giving a more balanced character to the volume than might 
otherwise have been obtained. 

The omission of description of typical conditions, for example, acute 
appendicitis, is quite admissible in a book of this nature, and allows the space 
saved to be used for more valuable discussions on advanced problems. 

One wonders why the section on local anesthesia is written by an anesthetist; 
surely every surgeon does his own infiltrating. The section is, however, quite 
explicit. 

Rodney Maingot has himself contributed the major portion of this volume, 
dealing with the stomach, gall-bladder, spleen and post-operative complications. 
These sections are all written in a straightforward and clear manner, and the 
articles on technique are clearly, and possibly too abundantly, illustrated; the 
mass of illustrations has contributed largely to the size and weight of this volume, 
which is one of its faults. 

Dickson Wright has written good sections on the liver and pancreas, although 
his name is omitted from the list of contributors. 
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Over two hundred pages on the rectum and anus come from the pen of 
W. E. Miles, and they form a most satisfactory section of the volume. 

A. J. Cokkinis has contributed a very good section on intestinal obstruction 
and peritonitis, which includes most of the latest views of the pathology and 
physiology of this difficult subject. The late Tyrrell-Gray adds a more theoretical 
section on ileus. 

This volume should be very useful to the graduate commencing his surgical 
career, and we look forward to the appearance of the subsequent volumes. 


AN ATLAS OF ANATOMY. 


Illustrations of Regional Anatomy: Section ViI—The Upper Limb, and Section 
Vil—The Lower Limb; 1936. Edinburgh: E. and S. Livingstone. Royal 8vo; 
Section VI, 42 plates; Section VII, 52 plates. Price: Section VI, 7s. 6d.; 
Section VII, 10s. net. 


Two further sections of “Illustrations of Regional Anatomy”, by E. B. Jamieson, 
Senior Demonstrator and Lecturer in the Anatomy Department of the University 
of Edinburgh, have just been published. One deals with the upper limb, the other 
with the lower. These sections, with those previously published, namely, those 
on the central nervous system, head and neck, abdomen, pelvis and thorax, make 
complete a series of illustrations of regional anatomy, which will be of great value 
to students of anatomy because they accurately portray, semi-diagrammatically, 
the main essentials of anatomy. The pictured soft parts have been built on a 
foundation of bones—a sound principle in the teaching of anatomy. 

The illustrations are arranged in a sequence suitable for reference during 
the steps of dissections of the limbs, and, being bound in loose-leaf fashion, they 
can be separated, and are thus handy for the student to take into the dissecting 
room. 

The drawings are lucid, in colours, and made essentially from a teaching 
point of view. These simple and practical illustrations of anatomy, the product 
of a school famous for its anatomical teaching, will be a boon to students of 
anatomy and of value to the surgeon who wishes to remind himself of his 
anatomical dissections. 


A SURGICAL TEXTBOOK. 


A Textbook of Surgery. Compiled by J. Homans, M.D.; Fourth Edition; 1936. 
Springfield: Charles C. Thomas. Crown 4to; pp. 1274, with 530 illustrations 
by W. C. Shepard. Price: $8.00 net. 


TueE fourth edition of Homans’s “Textbook of Surgery” has been published. This 
work, first published in 1931, has very quickly passed through four editions—an 
indication of its popularity and also that it has supplied a definite want. It is 
edited by John Homans, M.D., Clinicai Professor of Surgery, and is compiled 
from lectures and other writings of the members of the surgical department of the 
Harvard Medical School. 

It is refreshing to read this textbook of surgery, for it does not follow the 
traditional form of a student’s work, but deals with the subjects in lecture fashion, 
practically, succinctly, and from the point of view of the experience of the lecturer. 
A short historical summary introduces the subject matter of most chapters. The 
chapter on brain surgery shows the influence of Cushing’s teaching, and represents 
the modern views on this subject. The subject of fractures is treated in an 
original way, and is well illustrated by simple line drawings. Much of the recent 
work on fractures has been included in the present edition, and new material 
has been added in regard to fracture of the neck of the femur and both bones of 
the leg. The present edition has been reset from new type. Many of the chapters 
have been largely rewritten, new paragraphs and portions of paragraphs have 
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been substituted for material which has been deleted. For the sake of the student 
who must pass examinations, a new chapter has been added on amputations and 
plastics. There are chapters on the sympathetic system and its disorders, on the 
thyreoid gland and its diseases, on antiseptics and sterilization, all of which have 
been revised and exhibit the best teaching of a famous medical school. The book 
can be recommended to the student, the general practitioner, and the surgeon. 


OBSTETRICS. 


A Textbook of Obstetrics. By E. A. ScnuumMANN, A.B., M.D., F.A.C.S.; 1936. 
Philadelphia: W. B. Saunders Company. Melbourne: W. Ramsay (Surgical) 
Proprietary Limited. Medium 8vo, pp. 780, with 581 illustrations. Price: 
40s. net. 


A NEWCOMER to the numerous books on obstetrics is a “Textbook of Obstetrics” 
by Edward Schumann. It represents the practice of the Philadelphia school, and 
is more in accordance with current British practice than some other American 
publications. Anatomy and physiology have been well done, and the latest views 
on the endocrines are expressed in a temperate manner. In the management 
of the third stage of labour the author opposes either control of the fundus or 
massage. He differs from the general opinion in stating that with careful super- 
vision nephritic patients can be carried through one or two pregnancies without 
aggravation of the renal condition. The various aspects of the complications of 
pregnancy and labour are well treated, especially the management of the occipito- 
posterior presentation. He prefers section to trial of labour in the majority of 
eases of contracted pelvis. The section on operative obstetrics is noteworthy, 
not only for the descriptive detail, but also for the really good illustrations. As 
is usual in American practice, no reference is made to infant feeding, which is 
left for the pediatrician. The volume concludes with a satisfactory bibliography 
of recent literature, arranged according to the subject. The book can be recom- 
mended as a good example of modern conservative American practice, and is 
up to date enough to contain a reference to the Dionne quintuplets. 


LOCOMOTION IN MAN. 


Mechanics of Normal and Pathological Locomotion in Man. By A. STEINDLER, 
M.D., F.A.C.S.; 1935. London: Bailliére, Tindall and Cox. Royal 8vo, pp. 442, 
with illustrations. Price: 36s. net. 


In everyday life it is notoriously difficult to form a just estimate of the true 
greatness of any individual if, by chance, there be something in his make-up that 
proves irritating. And so it is with books. For this reason no one should pass 
judgement upon a book while the feeling of irritation at some triviality still 
lingers with him. It is impossible to avoid some feeling of annoyance when, 
within a few pages, one ‘finds on opening Steindler’s book on locomotion in man, 
the iliac bone named as “os ileii” twelve times and “os ileum” once. On almost 
every page some such irritant (“tensor fascia’, “tendo Achilles’ and dozens of 
others) will tend to produce an antagonistic attitude in the reader; and it is 
only when the after-effects of all these stimuli have died down that the work may 
be criticized without prejudice. When this attitude of detachment has been 
attained, one is forced to the conclusion that Steindler’s book is a good one and 
that it was needed. 


Having stated this as a definite conclusion, it is possible to review the 
book upon wider lines. In the first place, the intending reader may be somewhat 
misled by the title, for, if he considers (with the Oxford Dictionary) that 
locomotion implies “going from one place to another’, he may be surprised to find 
that the mechanics of the human gait occupies only 54 pages out of a total of 413; 
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the rest of the book is devoted to what we should ordinarily term movement. The 
author in treating of the movement of joints has obviously been influenced chiefly 
by the work of Rudolf Fick. The treatment of the subject is in consequence 
mainly on mechanical and mathematical lines, and it is not improbable that the 
mathematics may prove to be somewhat difficult for the average medical reader. 
When dealing with the action of muscles it is regrettable that (in company with 
the compilers of textbooks of anatomy) the author has not availed himself of 
the work of Charles Beevor, which was embodied in the Croonian Lectures of 
1904. It was Beevor who first pointed out that a muscle, acting as a prime 
mover, never performs opposed actions, and that the brachioradialis, far from 
being both a supinator and pronator of the forearm, performs neither of these 
réles. Unfortunately, Professor Steindler has repeated all the classical errors 
of textbook teaching, even including the plantar flexing action of the peroneus 
longus. 

One or two errors stand in need of correction in subsequent editions. The 
tip of the transverse process of the first cervical vertebra is not opposite the angle 
of the jaw (page 119). The psoas minor is not inserted into the lesser trochanter 
of the femur (page 167). Figure XV (page 126) does not show the radiate 
ligaments, for it depicts the posterior aspect of the vertebre and ribs. Figure XIII 
(page 330) is incorrectly described, and, on the same page, the interossei muscles 
are grouped as internal and external instead of the correct dorsal and palmar. 


SURGERY AND ITS PRINCIPLES. 


An Introduction to Surgery. By R. Morison, M.D. F.R.C.S., M.A., D.C.L., LL.D., 
and C. F. M. Sarnt, M.D., M.S., F.R.C.S., F.R.A.C.S.; Third Edition; 1935. 
Bristol: John Wright and Sons Limited. London: Simpkin, Marshall Limited. 
Demy 8vo, pp. 377, with illustrations. Price: 22s. 6d. net. 


“AN INTRODUCTION TO SURGERY”, by Rutherford Morison and Charles F. M. Saint, 
a classic from the point of view of the student, has reached its third edition. 
It is a work of 356 pages, the object of which is to aid the student in thinking 
out for himself the problems presented to him in the ward and in the reading of 
his textbook. The theme running through the whole book is a consideration 
of general principles and their application. Subjects like shock, infection, 
hemorrhage, inflammation, wounds, the effects of interference with the blood 
supply to the tissues, are all most attractively dealt with on the basis of the 
principles of surgery. The student who reads these chapters will lay a good 
foundation for his general reading, which, in the larger surgical textbooks, is 
presented as a mass of detail, and which, without some sort of introductory 
instruction, he must memorize. Subjects like gonorrhea and syphilis, and 
malignant disease, are also dealt with on general grounds, and in a way which 
will greatly help the student in his study of these diseases. In its third edition, 
this work has been added to in most chapters and has been brought up to date. 
It is well printed and well illustrated. It is essentially a work for the student and 
one which he can ill-afford to be without. 


Manual of Emergencies, Medical, .Surgical and Obstetric: Their Pathology, 
Diagnosis and Treatment. By J. SNowman, M.D., M.R.C.P.; Third Edition; 
1936. London: John Bale, Sons and Danielsson, Limited. Crown 8vo, pp. 410. 
Price: 10s. 6d. net. 


In a small book of four hundred pages, entitled “Manual of Emergencies’, J. 
Snowman discusses the pathology, diagnosis and treatment of the more frequently 
met with emergencies of medical, surgical and obstetric practice. The work has 
been based on Lengmann’s treatise, and this, its third edition, has just been 
published. 


EMERGENCIES. 
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It is a small book and can be conveniently carried in the pocket. It should 
be a help to senior students, to resident medical officers, and to the busy prac- 
titioner to have the concentration of essentials of treatment of the emergencies 
within one volume, and for this the book can be readily recommended. 

In such a work it is strange to find that appendicitis is not discussed, 
especially as the author has so admirably presented his views on intestinal 
obstruction, though advice to use the duodenal tube, which is so helpful, has 
been omitted. The book also contains an excellent chapter on acute poisoning. 


THE FUNCTION OF HEARING. 


Aural Therapy in Relation to Deafness. By D. F. Fraser-Harris, M.D., D.Sc., 
B.Se., F.R.S.E.; Second Edition; 1936. London: The Sterling Medicai 
Publishing Company. Crown 8vo, pp. 45, with illustrations. Price: 7s. 6d. net. 


WE have read with pleasure this small volume by Professor Fraser-Harris. There 
is a very well written foreword by Sir James Purves-Stewart, and, furthermore, a 
brief introduction by an unnamed professor in the faculty of medicine in an 
English university. The book is dedicated to the late Lord Moynihan. 

This brief monograph of some 45 pages is really addressed more to the lay 
public than to specialists, and is a very lucid and concise exposition of the funda- 
mental principles of the function of hearing. 

From the point of view of specialists the chief interest is in the charts 
showing the result of examinations of hearing by a piece of apparatus known 
as a radio-aid audiograph. The extraordinary impetus in the science of acoustics 
from the development of wireless and the “talkies” has given a great encourage- 
ment to the manufacturers of apparatus for testing hearing and of artificial aids 
to hearing. 

It has been long recognized by practising otologists that the present methods 
of examination for deafness are somewhat crude compared with the corresponding 
examination for defects in vision. Of course, this is largely due to the fact that 
the mechanism of hearing is much more difficult to comprehend and analyse than 
the mechanism of vision. There seems every reason to hope, however, in the near 
future that it will be possible to provide some form of artificial aid to hearing 
for each patient’s individual requirements. 

This little book gives a very clear account of the probable lines of develop- 
ment. It is published by the Sterling Medical Publishing Company, and the price in 
England is 7s. 6d. 


WORK AT THE MAYO CLINIC. 


Collected Papers of the Mayo Clinic and the Mayo Foundation. Edited by R. M. 
Hewitt, B.A., M.D., L. G. Porrer and A. B. Neviine, M.D.; Volume XXVII 
(1935), 1936. Philadelphia: W. B. Saunders Company. Super royal 8vo, pp. 1353. 


THE editors of this volume of papers from the Mayo Clinic have wisely continued 
to select only the more important papers, of which there are 83, for inlusion in 
full; 57 articles are abridged, 95 are abstracted, and the remaining 458 appear 
only by title. 

Practitioners wishing to know the results of the application of modern 
treatment and theory can usually find the information they require in these 
volumes. 

W. Walters states that, in carcinoma of the stomach, when fluoroscopic 
examination showed that extensive inoperable growth was present, exploration 
proved that 10% to 15% of the growths were resectable; and, of the patients 
in these cases, 18% were living after five years. Half of this 18% had involve- 
ment of the gastro-colic and gastro-hepatic lymph glands. 

In another paper, Judd emphasizes that, in fungating carcinoma of the 
stomach with secondary deposits in the liver, palliative partial gastrectomy is 
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worth while, and produces great relief and comfort. Judd also makes a strong 
case for pre-operative blood transfusion in severely jaundiced patients, claiming a 
reduction in mortality because the anoxemic condition of the patient is relieved. 
Dixon and Bargen consider that vaccination of the peritoneal cavity before 
operations on the large bowel is of definite value, although they are uncertain 
whether this result is due to specific action or whether a similar result could be 
obtained by injection of protein. 

There are some very good papers on peripheral vascular disease and on 
the thyreoid gland; in fact, no organ or symptom is neglected. 

The volume thoroughly maintains the standard we expect from the Mayo 
Clinic. 


FRACTURES. 


Pocket-Monographs on Practical Medicine: Treatment of Fractures in General 
Practice. By W. H. Ocitvir, M.D., M.Ch., F.R.C.S.; Volumes I and II; Second 
Edition; 1936. London: John Bale, Sons and Danielsson, Limited. Foolscap 
8vo, pp. 188, with illustrations. Price: 2s. 6d. each volume. 


Ir is stated in the preface of Ogilvie’s little book on fractures that an attempt 
has been made to give a practical outline of fracture treatment in the compass of 
180 pages. The series, of which this volume is one, is addressed to those in 
practice in whom a knowledge of general principles may be assumed. References 
to surgical anatomy have therefore been omitted, and the pathology and 
symptomatology of fractures are dealt with very briefly. The broad outline of 
fracture treatment has been reviewed at greater length. 

The methods described are those which the author has himself found satis- 
factory. Continental practice, and the teaching of Boéhler in particular, have 
been adopted to a considerable extent. The language used is simple and the 
illustrations are clear. 

The use of local anesthesia is strongly advocated. A word of warning 
that strict asepsis is essential might be added. Many of the methods of treatment 
advocated could be carried out only by experienced surgeons in a well equipped 
hospital. 

In the reduction of central dislocation of the hip few surgeons will agree 
that an attempt should be made to push out the floor of the acetabulum by a 
finger or blunt instrument in the rectum while traction is maintained on the limb. 
Again, one of the methods of treating fractures of the pelvis is open to criticism. 

In the next edition more careful proof-reading is advisable. It is difficult 
to deal with such a large subject in a small space, but in the circumstances the 
author has done well. Medical students and general practitioners will find the 
book handy for reference. 


OPHTHALMOLOGY. 


The Eye and its Diseases. By Eighty-Two International Authorities. Edited by 
C. Berens, M.D.; 1936. Philadelphia: W. B. Saunders Company. Melbourne: 
W. Ramsay (Surgical) Proprietary Limited. Royal 8vo, pp. 1254, with 436 
illustrations. Price: 72s. net. 


In the preface to “The Eye and its Diseases’, by eighty-two international 
authorities, the editor, Conrad Berens, states that: “Throughout the book, the 
needs and interests of the general practitioner have been kept constantly in mind.” 
Such a naive attempt at disarmament of the critic is hardly necessary, as the 
general standard of the work is sufficiently high for it to serve as a convenient 
source of reference for the ophthalmic surgeon. Some idea of the high standing 
and catholicity of the “International Authorities” may be gained by a rapid 
glance through the index, the section on medical ophthalmology being delegated 
to Foster Moore, motor anomalies of the eyes to Peter, and diseases of the optic 
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nerve to Van der Hoeve. Room has even been found for the new science of 
“Aniseikonia” by Adelbert Ames, junior. 

With such a wide range of authors collected in a comparatively small 
volume, differences in literary style are rather striking, the rambling discussion 
by Gradle, of Chicago, on glaucoma, contrasting very unfavourably with the 
concisely written summary of the surgery of the same disease by Lister, of 
London. In the article on the slit-lamp from the German of Rehsteiner, the use 
of the term “regredient” is perhaps a little unusual, even in an American 
translation. When one realizes, however, that the American language is rapidly 
becoming a definitely foreign one, such vagaries are easily understood. 

Progress in the special domain of ophthalmology has been strangely uneven. 
Whilst the modern surgery of the cornea and retina has been marked by brilliant 
success, treatment of the common inflammations of the conjunctiva is barbaric in 
its crudity. McKee still advocates the routine use of 2% silver nitrate in the 
treatment of acute conjunctivitis, whilst so eminent an authority as Lindner 
recommends the daily use of the copper sulphate stick in trachoma “until the 
disease is completely cured”! On the other hand, Browning sounds a warning 
against the over-active treatment of conjunctivitis, the cure being worse than the 
disease. There is little doubt that nothing but good would come of the banishment 
of silver nitrate and copper sulphate from the pharmacopeia of the oculist. In 
a realm of medicine which has more claim to scientific accuracy than any other. 
the belief in the value of conjunctival antiseptics is surely anomalous. 

The book can be thoroughly recommended as an accurate presentation of 
present-day knowledge of diseases of the eye. Many of the articles have excellent 
lists of references of great value to the reader who wishes to delve more deeply 


into the subject. 


DENTAL SURGERY. 


Surgery for Dental Students. By P. M. Mircniner, M.D., M.S., F.R.C.S., C. L. 
Suatrock, M.D., M.S., F.R.C.S., E. G. SLestncer, O.B.E., M.S., B.Sc., F.R.C.S.. 
and C. P. G. WaAKeELEy, D.Sce., F.R.C.S., F.R.S.E.; 1936. London: Bailliére, 
Tindall and Cox. Royal 8vo, pp. 364, with 105 illustrations. Price: 12s. 6d. net. 


Tuis is undoubtedly the best work of its kind which has been written. As the 
preface states, “the authors aim particularly at covering the syllabus in Surgery 
and Surgical Pathology of the Royal Colleges of Surgeons of England, Scotland 
and Ireland, and of the British Empire Universities”, and this end has been 
achieved as far as has been possible. Certain expressions of opinion in the text, 
however, may be very well criticized from the dental point of view, and it is to 
be regretted that at times there is a certain laxity of dental terminology which 
will not enhance the reputation of the book in the eyes of the dental student; for 
example, on page 271 the term “fangs” is used to describe the roots of a tooth, 
and on page 17 “gum boil” is described as an abscess in connexion with the 
infected bone around a “carious” tooth, when obviously the adjective “pulpless” 
or “devitalized” should have been used. In another place a prosthetic appliance 
is referred to as “Tome’s” splint instead of ‘““Tomes’s”. 

On page 10 a general statement is made that absorbable ligatures are better 
for use in the mouth as they “soften and need no removal”. Because of these very 
reasons, non-absorbable ligatures are very frequently used after alveolectomy and 
gingivectomy! 

A number of statements are made which would be much more effective if 
they were more definitive; for example, on page 11 it states that “it is safer to 
sterilise the glass tumbler in the dental surgery”! 

Figure 43 demonstrates what the authors term a dental cyst, but no student 
could be blamed for describing the condition as a dentigerous cyst; in fact, 
this latter diagnosis would probably be correct. 

In the section on hemophilia (page 65) the following sentence presents: 
“If dental extraction has to be undertaken or fillings are necessary, these must 
be done in a quiescent period, and only one tooth at a time.” At first sight this 
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statement is misleading to a student. As far as fillings are concerned, the only 
meaning which can be read into such a statement is that the gingival margin 
may be traumatized in the course of cavity preparation. 

The chapter on cysts is excellent, as also is that dealing with fractures 
and dislocations. The treatment of special fractures, that is, fractures of the jaws 
and facial bones, allows a certain amount of dental criticism; for example, on 
page 179, under the heading “Interdental Wiring”, we read the following: ‘The 
method, therefore, may be used as a temporary measure, but has disadvantages if 
employed for prolonged immobilisation of the fracture.” This is not borne out 
by clinical experience, as the method is frequently used successfully for prolonged 
treatment. The advisability of leaving splints fixed in the “open bite” position 
as is mentioned on page 185 is questionable, but perhaps here again the text is 
somewhat ambiguous. No mention is made of using the patient’s artificial dentures 
as an intra-oral splint, where there is a fracture of the edentulous jaw. 

The section on tumours of the gums offers scope for criticism; for example, 
it is inferred that the malignant epulis always contains giant cells. This is not 
necessarily correct, as sometimes the malignant epulis gives the histological 
picture of a “pure” fibrosarcoma. Exception will be taken by some authorities 
to the paragraph on myeloid tumours. 

It has been the custom with many surgical authors to include a section on 
general anesthesia in their textbooks. The custom has been followed in this 
publication, and the chapter on “dental” anesthesia, written by Dr. A. D. 
Marsden, calls for no small measure of congratulation; but it is a matter of opinion 
whether any textbook on surgery and surgical pathology should now contain an 
anesthetic section. 

The book is very well arranged, and the print and illustrations are a credit 
to the publishers. 

We have no hesitation in recommending the publication to the dental 
profession in Australasia. 


A DISCIPLE OF LISTER. 


The Life and Works of Charles Barrett Lockwood (1856-1914) (The Wix Prize 
Essay, St. Bartholomew’s Hospital, 1934). By E. C. O. JeEwessury, M.A., B.M., 
B.Ch.; 1936. London: H. K. Lewis and Company, Limited. Crown 8vo, pp. 112, 
with illustrations. Price: 3s. 6d. net. 


In his Wix Prize Essay, Dr. Jewesbury has written a most interesting and enter- 
taining account of the life and works of Charles Barrett Lockwood. Lockwood was 
for many years one of the leading surgeons at Saint Bartholomew’s Hospital, 
and it was due to his untiring advocacy of the principles laid down by Lister 
that these principles were introduced into the operating theatres and wards of 
that hospital. 

Lockwood was one of those men who, having found something he thought 
worth doing, proceeded to do it with all his might. Like all strong and determined 
men, he was intolerant of opposition, and allowed nothing to stand in his way; 
as a result, he made enemies by his trenchant criticism of those whose views 
did not agree with his own. 

Beginning his surgical career in pre-Listerian days, he lived long enough 
to see Lister’s views adopted in the hospitals all over the world. Born just eighty 
years ago in the north of England, Lockwood came of a family of ten, and in 
the ship-building yard owned by his father he absorbed a love for ships and the 
sea, which found expression in his pastime of yacht sailing which occupied 
his leisure hours. 

Lockwood spent all his professional life at “Bart’s”, with the exception of a 
temporary surgical appointment at the Great Northern Hospital. He entered 
“Bart’s” as a student of seventeen in 1874, and he died in 1914 as the result of 
a septic wound of the finger received while operating, just forty years later. 

Dr. Jewesbury gives a most interesting account of the surgeons who were 
Lockwood's teachers—Sir James Paget, whose lectures and perfect delivery were 
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the models on which Lockwood later modelled his talks to his students; Luther 
Holden; Sir William Savory, who, we are told, daily “sniffed the healthy pus”. 

Modern surgeons should read the account of the surgical procedures in 
pre-antiseptic days, when, as The Lancet said, “nine surgeons out of ten did not 
care much whether the germ theory was true or not”. 

Lockwood’s life was full of strenuous work. After obtaining his M.R.C.S. 
diploma, he lectured for some years on anatomy, and his classes became famous 
for the skill with which he demonstrated surgical anatomy. Many of his epigrams 
became daily texts, such as: “Anatomy is the bed-rock upon which surgery is 
built; it is not the work of two or three winter sessions, but of a life-time.” 

Not satisfied with studying anatomy alone, he gave much of his time to 
embryology and bacteriology, and he was responsible for the first class in 
bacteriology held at Saint Bartholomew’s Hospital. 

Space will not permit mention of all the activities of this remarkable man. 
He has been compared to the immortal John Hunter, whom he resembled not 
only in his insatiable scientific curiosity, but also in his brusque manner. One 
of the innovations introduced by Lockwood was the practice of excising portions 
of tumours in the theatre, staining and sectioning them and examining them 
microscopically. 

In 1891 Lockwood was appointed assistant to Butlin, and the era of asepsis 
at “Bart’s” may be said to have begun. No longer was it looked upon as quite 
harmless if the surgeon put his needle in his mouth and sucked the end of the 
string before threading it, and soon Butlin and Lockwood came to be labelled 
as the “Aseptic Firm”. 

While a terror to his students, to his patients Lockwood was ever kind 
and courteous, and his memory for patients was remarkable; years afterwards, 
on again meeting a patient, he would quote his names and all the details of his 
ease. He had a rooted dislike to treating fractures, with which dislike many 
doctors of today will sympathize, for he used to say: “You may think that bones 
are filled with good red marrow; nothing of the sort; they are filled with black 
ingratitude, which comes out of them when they are broken.” 

Outside his professional work Lockwood had several enthusiasms, one being 
motoring in the pioneer days of that pursuit. He was the first member of the 
hospital staff who drove himself and the primitive “Panhard” which he possessed 
was nicknamed by the students “The Red Peril”. After a difference with the 
traffic police on one occasion, he dashed into his ward, demanding: “Are there 
any policemen in here?” Three, he was told, and they were almost ready to go. 
“Discharge them!” he commanded. 

To quote all Lockwood’s good deeds would be impossible in a review. He 
was essentially a brave man who all his life fought for the right, and his last 
tight, though he lost it, was the bravest of all. 

This is only a small book of one hundred pages, but it should be read by 
every surgeon, young or old, for it gives an excellent description of one who, as 
one of his old students and house surgeons expressed it, “was a Man, and we 
just loved him”. 

The book contains several portraits and other illustrations, and at the end 
there is a complete bibliography of Lockwood's many books and articles written 
in the medical journals, numbering in all nearly one hundred, and covering the 
years 1879 to 1914. 


HEART DISEASE. 


Clinical Heart Disease. By S. A. Levine, M.D., F.A.C.P.; 1936. Philadelphia: 
W. B. Saunders Company. Melbourne: W. Ramsay (Surgical) Proprietary, 
Limited. Royal -3vo, pp. 445, with illustrations. Price: 32s. 6d. net. 

“CLINICAL HEART DISEASE”, by Samuel A. Levine, is a most important and dis- 

tinguished contribution to modern cardiological literature. The author has divided 

the book into twenty chapters, and each chapter is an essay or brief treatise on 


\ 
| 
| 


ReEvIEWwsS. 423 


the particular subject. The last chapter, which the author suggests should be 
read first, deals with clinical electrocardiography, and is a model of clear thinking 
and concise writing. It is rightly emphasized that this procedure must be appraised 
carefully, and used not, as is the custom of house doctors, to make a diagnosis, 
but simply as a part of a chain of data concerning the problem involved. And 
this is true of most laboratory methods. 

Two chapters of great interest to operating surgeons are entitled “Thyroid 
Heart Disease” and “The Patient with Heart Disease as a Surgical or Obstetrical 
Risk”. No time is wasted in dealing with the florid type of hyperthyreoidism, 
but we are given a masterly description of the “masked thyrocardiac”. We have 
this refreshing and almost Oslerian piece of medical writing: 


“The skin takes on a peculiar appearance, rather difficult to describe, that 
I have called a salmon-coloured hue. It is warm, moist, hyperemic and slightly 
pigmented. The eyes, in the absence of gross exophthalmos, may show a peculiar 
stare. There is also a certain quickness of motion, an alertness and even an 
attractiveness to the behaviour of many of these patients that one is not accus- 
tomed to find in the ordinary case of heart disease. In fact, most patients suffering 
from heart failure, particularly when more or less bedridden, are sluggish both 
in mind and body, whereas with the same degree of decompensation those who also 
have hyperthyroidism often retain this peculiar alertness and comeliness.” 

Attention is also drawn to the fact that, in these “masked thyrocardiacs”, 
the systolic blood pressure is raised. Further, there is an increased pulse pressure, 
similar to, but not as striking as, that found in aortic insufficiency. We are also 
given helpful advice in interpreting basal metabolic rates in borderline readings. 

The surgeon frequently asks his physician colleague if a given patient can 
stand a certain operation, and this, according to Levine, requires an answer to 
three questions. First, the physician must confirm the fact that the solution of 
the problem is really surgical. Cardiac affections sometimes simulate “acute 
abdomens”, to use the modern clinical slang. Secondly, where there is obvious 
disease that we know is amenable to surgical treatment, is the cardiac condition 
sufficiently satisfactory to warrant the risk of a major operation? Will the 
patient live long enough to enjoy the good result of the operation, and are the 
discomfort and the risk worth while? The third consideration is an estimation 
of the operative risk of patients with various forms of heart disease, and the 
author gives an interesting analysis of 494 operations performed on 414 patients. 


The section on heart disease and obstetrics is obviously written by an 
experienced hand, and this difficult subject is dealt with along broad common- 
sense lines. “The physician”, the author writes, “will require not only a 
knowledge of diagnosis and prognosis of heart disease, but also an insight into the 
social and economic life of the family involved.” Levine thinks that women 
who have permanent auricular fibrillation, or who have or have had congestive 
heart failure, should not become pregnant, but should be given instructions in 
contraception. In less severe cases, a slightly added risk may be taken for the 
joy of having a child in contrast to a childless marriage. The physician should 
also encourage a second pregnancy, and that early in married life. Big families 
should always be discouraged, because there is a strong familial factor in 
rheumatic heart disease, and because the unaided rearing of a big family is more 
than the disabled heart of the mother can stand. The chapter ends with the happy 
observation that the intelligent cooperation between physician and obstetrician 
has, in recent times, brought about a tremendous fall in maternal mortality in 
those suffering from heart disease. 

From every point of view, this is an intensely practical and commonsense 
book, and we are therefore in a position heartily and conscientiously to recommend 
it to all members of the profession, with the possible exception of dermatologists 
and inorganic neurologists. 


jroceedings of the Ropal Australasian College 
of Surgeons 


ANNUAL MEETING. 


Appointment of Office-Bearers. 
Durine the period of the Annual Meeting of the Royal Australasian College 
of Surgeons, held at Auckland from January 19 to 22, 1937, a meeting of the 
Council was held, at which the following office-bearers were appointed: 
President: Sir Louis Barnett. 
Vice-Presidents: Sir Hugh Devine and Sir Alan Newton. 
Censor-in-Chief: Sir Alan Newton. 


State and Dominion Committees. 


New South Wales: A. J. Aspinall, G. Bell, H. R. Dew, B. T. Edye, J. W. 8S. 
Laidley, Sir John McKelvey, Guy Antill Pockley. 

Queensland; A. G. Anderson, J. C. Hemsley, B. T. Mayes, H. S. McLelland, 
A. V. Meehan, W. N. Robertson. 

South Australia: A. M. Cudmore, P. S. Messent, I. B. Jose, L. C. E. Lindon, 
Bronte Smeaton, T. G. Wilson. 

Tasmania: F. W. Fay, J. Bruce Hamilton, D. H. E. Lines. 

Victoria: Victor Hurley, Fay Maclure, J. Newman Morris, Henry Searby, 
C. Gordon Shaw, John H. Shaw, B. T. Zwar. 

Western Australia: F. J. Clark, H. B. Gill, D. D. Paton. 

Dominion of New Zealand: F. S. Batchelor, F. Gordon Bell, P. Stanley Foster, 
Sir Carrick Robertson, T. D. M. Stout, D. S. Wylie. 


State and Dominion Hospital Committees. 

New South Wales: A. J. Aspinall, A. S. D. Barton, T. Hamilton, C. B. Howse, 
J. W. S. Laidley, T. W. Lipscomb, I. Douglas Miller, J. S. MacMahon, Clarence 
Read, H. H. Schlink, J. C. Storey, R. B. Wade, C. E. Winston. 

Queensland: E. D. Ahern, G. P. Dixon, J. C. Hemsley, A. E. Lee, A. V. 
Meehan, H. S. McLelland. 

South Australia: A. M. Cudmore, H. M. Jay, I. B. Jose, Sir Henry Newland, 
T. G. Wilson. 

Victoria: A. E. Brown, Sir Hugh Devine, Victor Hurley, Fay Maclure, 
J. Newman Morris, Sir Alan Newton, C. Gordon Shaw, Henry Searby, B. T. Zwar. 

Dominion of New Zealand: F. S. Batchelor, F. Gordon Bell, P. Stanley Foster, 
Sir Carrick Robertson, T. D. M. Stout, D. S. Wylie. 


Admission of Fellows. 
The following new Fellows of the College were admitted by the Council: 


New Zealand. 

General Surgery: Eardley Lorimer Button, David McKee Dickson, David 
Nathan Eppstein, Aubrey James Mason, David Matthew Mitchell, Sydney Devenish 
Rhind, Frederick Edward Webster. 

Laryngo-Otology: Eric Ian Alan Macdonald. 

Ophthalmology: Cecil Arthur Pittar. 


Surgical Apprenticeship. 
On the evening of Wednesday, January 20, 1937, a meeting of Fellows was 
held, at which Sir Alan Newton, the Censor-in-Chief, delivered the following 
address on “Surgical Apprenticeship”: 
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The system of admission to fellowship of the Royal Australasian College 
of Surgeons has been devised with the chief object of insuring, as far as is possible, 
that those who are given this distinction should be good practical surgeons. 
It is recognized that it is possible for a candidate to obtain academic senior 
surgical qualifications, such as the mastership in surgery of a university, or the 
fellowship of one of the ancient Colleges of Surgeons in Great Britain, without 
much personal experience of operative work. In point of fact, it is customary 
for those who wish to qualify as surgeons in England, first to obtain a senior 
qualification of this type and then to acquire a knowledge of practical surgery by 
subsequent practical work in various hospitals before embarking upon a surgical 
career. When a system of surgical education is sanctified by custom, it may be 
assumed, with considerable confidence, that experience has proved its value, and, 
acting on this belief, the Royal Australasian College of Surgeons has adopted the 
British system, with the important alteration that what is customary there has 
been made obligatory here. The regulations governing admission to its fellowship, 
therefore, demand that all candidates shall have been engaged in practice for 
a minimum period of five years after graduation, shall have acquired a senior 
surgical degree or diploma of the academic type, and, what is most important, 
shall have served a period of apprenticeship in the wards, operating theatres 
and out-patient departments of a large hospital under the supervision of a senior 
surgeon. When a candidate’s training has been approved by the Censor-in-Chief 
of the College, he is examined by a Board of Censors. 


It is common knowledge that this system has already gained much 
approbation. Professor Archibald, in his presidential address to the American 
Surgical Association last year, stated that, in his opinion, it was the best in the 
world, and the American Board of Internal Medicine has adopted a similar system 
of training for candidates in this specialty. It is not, however, generally recog- 
nized that, if the system is to be worked efficiently, certain duties must be 
undertaken by almost every Fellow of the College. It is the duty of the Censor- 
in-Chief to make sure that all candidates admitted by him to examination by a 
Board of Censors shall have undergone at least the minimum period of training 
demanded by the College, though, as this training is not absolutely standardized, 
he is entitled to exercise his discretion in regard to the precise details of the 
training undergone by each candidate. It is the duty of the Board of Censors 
to make sure that each candidate has profited adequately from his training, and, 
in this connexion, I may be forgiven for pointing out that it is not a reflection 
upon the Censor-in-Chief if a candidate, whose training has been approved, is 
subsequently deferred by a Board of Censors, but that it is simply another 
illustration of the truth of the parable that: “And to one he gave five talents, 
to another two, and to another one: to every man according to his several ability.” 
The Censor-in-Chief determines whether a candidate has undergone at least a 
minimum training: the Board of Censors determines whether he has profited from 
it. It is the duty of the Council to make arrangements with hospitals for the 
provision of opportunities for apprenticeship training and, as far as possible, to 
assist financially candidates who are undergoing this training. Finally, and most 
important of all, it is the duty of all Fellows who occupy positions on the honorary 
staffs of large hospitals to undertake the task of selecting, teaching and 
encouraging their apprentices. Unless all these various duties are faithfully 
discharged, this admirable system of surgical education will fail, and, if this 
calamity should come to pass, it seems probable that the blame will be borne by 
those Fellows of the College who have failed to foster the system of surgical 
apprenticeship in the cities in which they live and in the hospitals which they 
serve. All Fellows must realize that the keystone of the scheme is this period of 
apprenticeship. A five-year period of post-graduate training is enforced by other 
colleges, and acquisition of a senior academic surgical qualification has long 
formed part of surgical training, but the period of surgical apprenticeship after 
this qualification has been won is the unique feature of the Australasian system. 
It is to emphasize the importance of this feature of the system that the Council 
of the College selected “Surgical Apprenticeship” as the subject for discussion at 
this meeting. 
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I must point out that the Council of the College has already done much to 
foster the system of surgical apprenticeship. In response to its requests, the 
boards of management of the following large hospitals have agreed to make 
positions of this type available: Alfred Hospital, Royal Melbourne Hospital, Saint 
Vincent’s Hospital, Melbourne; Royal Alexandra Hospital for Children, Royal 
Prince Alfred Hospital, Sydney; Adelaide Hospital; Brisbane Hospital, Mater 
Misericordie Hospital, Brisbane. 

It has announced its intention of devoting a large part of the income 
from the Craig bequest, which will very soon be at its disposal, to the provision of 
bursaries for assisting suitable candidates to undergo this training. It must now 
appeal to all Fellows to assist it by undertaking the actual teaching of apprentices. 

It does not occasion surprise, though it is a matter for regret, that, in some 
hospitals at which these positions have been created by the boards of management, 
no appointments have as yet been made, for it is obvious that in these institutions 
the weight of vested interest, particularly of the resident medical staff, has been 
exerted in opposition to the scheme, with, I hope, only temporary success. 
Opposition of this nature can best be successfully overcome by the honorary 
surgical staff of the hospital, and it may help in this direction if I outline the 
experience gained in Melbourne, where a system of surgical apprenticeship has 
been in operation at the three large clinical schools for some years, and where 
thirty men have already received this training. The regulations governing these 
appointments at the three clinical schools—the Alfred Hospital, Saint Vincent’s 
Hospital and the Royal Melbourne Hospital—are, generally speaking, similar in 
type, so that I propose to describe the conditions of service at the last-named 
institution, where I have had personal experience of the system. 

The men who are undergoing this training at the Royal Melbourne Hospital 
are known as surgical associates, and one may be attached to each of the six 
senior surgeons. All applicants for these positions must possess a senior academic 
surgical qualification, and each man must be personally acceptable to the surgeon 
with whom he is to work. The positions are not filled if suitable candidates are 
not available, and, therefore, vacancies are not advertised until the hospital 
secretary receives instructions to this effect from the medical staff. This rule is 
devised to prevent the routine appointment to these positions of men who may 
be unsuitable. When an advertisement of a vacancy is published, it must state 
simply that a position as surgical associate is vacant, and that particulars may 
be obtained from the hospital secretary, who, upon request, must inform intending 
applicants of the name of the surgeon in whose unit the vacancy exists, of the 
qualifications necessary, of the duties and terms of appointment, and, particularly, 
of the fact that the vacancy need not necessarily be filled. Applications are 
considered by the hospital advisory committee, to which the surgeon concerned 
in the appointment is temporarily attached while the applications for the vacancy 
in his unit are considered. This advisory committee may, or may not, recommend 
one of the applicants for appointment as an associate. If a recommendation is 
made, it must be confirmed by the committee of management of the hospital. 
Surgical associates are appointed for one year, but are eligible for reappointment 
for a further period of twelve months. The scope of the surgical associate’s 
duties is dependent upon the wishes of the senior surgeon, but includes work in 
the out-patient clinic of the unit, general surveillance of the ward work, a share 
in the teaching duties, and assisting the senior surgeon at operations when required 
to do so, together with the performance of such operations as are delegated to 
him by the senior surgeon or the assistant surgeon of the unit. During holiday 
periods, when the assistant surgeon undertakes the duties of the senior surgeon, 
the surgical associate takes the assistant surgeon’s place in the out-patient 
department and the wards. 

As this system has now been in operation at the hospital for four years, 
it is possible to give an opinion regarding its merits. There is no doubt that 
the surgical associate is a valuable addition to each unit, and his presence is 
greatly appreciated by both senior and junior honorary surgeons. This statement 
is confirmed by the fact that the medical staff of the hospital, recognizing that 
the supply of associates will be inadequate if the term of appointment is limited 
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to two years, has recently recommended an extension of the term of appointment 
for a third year, if no other suitable candidates for the positions are available. 
Many of the surgical associates are prospective candidates for vacancies on the 
honorary surgical staff of the hospital and, therefore, those responsible for making 
these appointments welcome the opportunity afforded by the system of watching 
the practical work done in the hospital by these men. It is believed that, by 
this means, a better choice can be made of future honorary surgeons. 

Fears, urged at the inception of the scheme, that the appointment of surgical 
associates would interfere with the work of the house surgeons, have proved 
groundless. The house surgeons welcome the presence of the associates, and it has 
been found easy to give the house surgeons a practical education in the principles 
of immediate surgery despite the presence of the associates. Prior to the intro- 
duction of the associate system, some of the work which they perform was 
entrusted to second year resident medical officers, who were known as registrars. 
and who exercised a supervision over the work done by the first year house 
surgeons. These second year men undertook some operative work and shouldered 
some responsibilities for which, owing to their youth and inexperience, they 
were unfitted. These positions have been abolished. There are still a number of 
second year resident medical officrs at the hospital, but they act as resident 
medical officers to the specialists, though, naturally, their services are available 
in a consultative capacity to junior house surgeons. If these second year men 
wish to embark upon a surgical career, they must obtain a senior qualification 
and then apply for appointment as associates. 

Thus far I have emphasized the fact that the associate system is welcomed 
by the hospital authorities, by the medical staff and by the house surgeons. 
What of the associates themselves? There is no doubt that all are agreed that the 
training they receive in this capacity is of the greatest value. They act as first 
assistant to the senior surgeons at all difficult operations, and are in close touch 
with the work done in all departments of their surgical unit. The result of this 
training is very evident at the examinations conducted by the Board of Censors, 
for the knowledge of surgery displayed by men who have had this training is 
incomparably superior to that displayed by others less fortunate. 

I must now refer to two problems in connexion with the system which 
are of some importance. The first is the expense involved to the young surgeon 
who has to support himself while undergoing this training. Many men support 
themselves by taking a junior university post, but there is no doubt that, if an 
adequate supply of associates is to be maintained, the College must provide some 
bursaries for them. Fortunately, the Craig bequest will soon be available for 
this and other purposes. The second problem concerns the work done by those 
who have finished their training as associates. Up to the present, those men who 
have failed to get appointments on the honorary staff of the hospital have gone 
into general practice in the suburbs. None have gone to large country hospitals. 
If this practice is continued, the supply of well-trained surgeons in Melbourne 
will soon reach saturation point. The remedy has already been applied by the 
Charities Board in Victoria, a body which controls all hospitals. The board has 
decided to give preference, in appointments to the staffs of large country hospitals, 
to men who hold the fellowship of the Royal Australasian College of Surgeons, 
a decision which will go far to raise the level of surgical work throughout the 
State, and which will encourage men to undergo a thorough surgical training. It 
is to be hoped that the good example set by this board will be followed in the 
other States and the Dominion. 

I have, I hope, made it clear that the apprenticeship system has been 
proved in Melbourne to be an admirable method of training those who wish to 
be surgeons. I trust that the experience gained in this city will encourage all 
Fellows of the College to introduce a similar system of apprenticeship to senior 
surgeons in the hospitals to which they are attached. There is no reason why 
this system should not be adopted in all Australian hospitals. In New Zealand, 
unhappily, the growing tendency to abolish honorary staffs at hospitals introduces 
a grave difficulty. We cannot allow future surgeons to be trained by full-time 
medical superintendents who undertake all types of surgical work, for we realize 
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that, in these days of specialization, no hospital which does not possess a large 
staff of surgeons engaged in various departments of surgical work, can possibly 
be efficient. Unhappily, it seems probable that our protests against this develop- 
ment will be of no avail, because the great majority of the general public is 
wholly ignorant of medical work, and asks no more than that a hospital and a 
doctor should be available for its needs, regardless of the efficiency of the hospital 
or of the doctor. Further than this, the general public often suspects advice 
given in this direction by the medical profession as being dictated by selfish 
motives. This being the case, it appears to me that the College may be compelled, 
if the closed hospital system becomes general in this country, to make arrange- 
ments to train young New Zealand surgeons in Australia and elsewhere. 

In conclusion, may I once more emphasize the fact that the success of the 
College system of surgical education is bound up in the extension and the develop- 
ment of a system of surgical apprenticeship, and that it is the duty and the 
privilege of every Fellow to do everything in his power to foster this work. 


ANNUAL BUSINESS MEETING. 


The annual business meeting was held at the College on Wednesday, March 17, 
1937, at 130 pm. At this meeting the result of the Council election was 
announced. Nine nominations were received, and the following Fellows were 
elected to fill the seven vacancies: Sir Hugh Acland (New Zealand), Sir Hugh 
Devine (Victoria), T. E. Victor Hurley (Victoria), Sir John McKelvey (New 
South Wales), Sir Alan Newton (Victoria), H. R. G. Poate (New South Wales), 
R. B. Wade (New South Wales). 


Appointment of Executive Committee and Honorary Treasurer. 

The undermentioned members of the Council were appointed an Executive 
Committee of the Council: Sir Hugh Devine, T. E. Victor Hurley, A. L. Kenny, 
Sir Alan Newton, Balcombe Quick. 

Balcombe Quick was appointed Honorary Treasurer of the College. 


Report of Council. 
The Council submitted the following report to Fellows of the College: 


Meetings of the Executive Committee. 

Twenty-two meetings of the Executive Committee have been held since the 
ninth annual general meeting of the College. The attendances were as follows: 
Sir Hugh Devine, 22; Sir Alan Newton, 21; Julian Smith, junior, 20; A. L. Kenny, 
22; Baleombe Quick, 22. 

Meetings of the Council. 

Three meetings of the Council have been held since the last annual general 
meeting of the College. The attendances were as follows: R. B. Wade, 2; Sir 
Louis Barnett, 1; Sir Hugh Devine, 3; Sir Alan Newton, 2; Julian Smith, junior, 
2; E. D. Ahern, 1; A. L. Kenny, 3; Sir Henry Newland, 3; H. R. G. Poate, 1; 
Balcombe Quick, 1; F. P. Sandes, 2 


Number of Fellows of the College. 
The number of Fellows is as follows: 


Fellows 552 
Fellows admitted after examination by a Board ot Censors— 
— 62 


629 


ig 
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Deaths of Fellows. 


The Council regrets to report the death of the following Fellows: Casement G. 
Aicken (New Zealand), S. Harry Harris (New South Wales), J. L. T. Isbister 
(New South Wales), K. S. Macky (New Zealand). 

Letters of sympathy have been forwarded to the relatives. 


Primary Fellowship Examination. 

Arrangements have been completed for the Primary Fellowship Examination 
of the Royal College of Surgeons of England to be held in Australia and New 
Zealand in November and December, 1937. The examiners will be: in anatomy, 
Mr. Cecil P. G. Wakeley, Senior Surgeon at King’s College Hospital, and, in 
physiology, Professor A. St. G. J. McC. Huggett, Professor of Physiology at 
Saint Mary’s Hospital Medical School. The entrance fee for the examination 
has been fixed at £25 sterling. Full details concerning the examination have 
been forwarded to all universities, hospitals and students’ societies. 


Prince Henry's Hospital Post-Graduate School of Surgery. 


Another agreement has now been entered into between the Board of Manage- 
ment of Prince Henry’s Hospital and the College concerning the establishment 
and conduct of the College Post-Graduate School of Surgery at the hospital. 

The second agreement varies the terms of the original agreement by giving 
the College the right of appointment of surgeons to be placed in charge of forty 
surgical beds comprising the post-graduate school. 

An invitation was forwarded by the President to Professor G. Grey Turner, 
Professor of Surgery at the British Post-Graduate Medical School, University of 
London, to open the school in August, 1937, and to deliver an inaugural address. 
Professor Grey Turner has accepted the invitation, but the date of the opening 
ceremony has not yet been fixed. 


Requirements of the Royal College of Surgeons of England from Candidates 
for its Fellowship. 

Representations were made by the College to the teaching hospitals in 
Adelaide, Melbourne and Sydney that as many positions as possible, giving six 
consecutive months’ surgery, thus enabling candidates to fulfil the requirements 
of the Royal College of Surgeons of England, should be made available. The 
following replies have been received: 

Adelaide.—At the Adelaide Hospital every endeavour is to be made, when 
preparing the roster of duties for 1937, to see that facilities are afforded prospective 
candidates for fellowship for obtaining six months’ continuous surgical experience. 

Melbourne.—The three teaching hospitals—the Alfred, the Royal Melbourne 
and Saint Vincent’s—have agreed to make as many positions as possible available. 

Sydney.—Saint Vincent’s Hospital has agreed to make as many positions 
as possible available. The Royal Prince Alfred Hospital and the Sydney Hospital 
have agreed to make a number of positions available. 

Registration of the College Diploma. 

In several States and in the Dominion application has been made to the 
medical boards for registration of the College diploma as an additional registrable 
qualification. The results, so far, are as follows: 

New South Wales: Registration granted. 

New Zealand: Registration granted. 

Tasmania: The application has been made, but the board has not given its 
decision. 

Seventh Australian Cancer Conference. 

During May the Seventh Australian Cancer Conference was held in 
Melbourne. Sessions of the conference were held at the College, and operative and 
clinical demonstrations were arranged at the various hospitals. The conference 
and the Commonwealth Department of Health expressed their appreciation of the 
manner in which the College had cooperated for the success of the conference. 


1 Since this report was written, arrangements have been made for the Post-Graduate 
School to be opened by Professor Grey Turner on Tuesday, August 31, 1937. 
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Journal. 


During the period under review, the Council learned that some authors 
were loath to incur any liability for illustrative prints. Under its agreement with 
the College, the publishers, Butterworth and Company (Australia), Limited, bear 
the cost of all illustrations up to an amount of £5 per article, and, in order to 
insure a continuous supply of material of a high standard, the Council thought 
it advisable to undertake to meet any cost for illustrative blocks in excess of 
£5, but not exceeding £10; that is, the College will pay a maximum amount of £5 
per article for illustrative blocks. 

As a result of the continued financial support received from Dr. S. S. 
Gardiner and F. A. Maguire, it was possible to publish an enlarged issue of the 
journal in October, 1936. Both the Editorial Committee and the Council are 
deeply indebted to Dr. Gardiner and F. A. Maguire for this help. 

During the twelve months a paper by an eminent overseas author has been 
published in each issue of the journal. It has also been possible to provide a 
continuous supply of material for all sections; that is to say, case reports, surgical 
technique, abstracts from foreign literature, reviews of books et cetera. 


Prince Henry Hospital, Sydney. 

Under the terms of the Prince Henry Hospital Act (New South Wales), the 
College has appointed R. B. Wade as its representative on the Board of Directors 
of the hospital. 

Evening Meetings at the College. 

During the winter months the following evening meetings were held at the 
College: 

F. A. Maguire: Meeting for gynecologists. 

Sir Hugh Devine: “The Surgery of the Rectum.” 

Balcombe Quick: “Hernia and its Operative Treatment.” 

E. S. J. King: “Csophagectomy for Carcinoma of the Thoracic Gsophagus.” 


Memorial to His Late Majesty King George V. 
The bronze memorial tablet to His late Majesty King George V has now been 
erected in the College foyer. The tablet records the message received from 
His late Majesty on the occasion of the opening of the College building. 


Hospital Records. 


At the ninth annual general meeting held in Sydney in March, 1936, a 
suggestion was made that the College might exercise its influence with the 
boards of management of hospitals in the various States with a view to establishing 
uniformity in hospital records and follow-up reports. The Executive Committee 
requested Henry Searby, Honorary Secretary of the Victorian Hospital Committee, 
to prepare a report on this matter. After consideration, a copy of this report, 
together with a full set of specimen rulings, was forwarded to the various 
State/Dominion Hospital Committees. It is hoped that the action taken and the 
interchange of specimen rulings will be a step towards uniformity. The State of 
Queensland has already expressed the opinion that, as a result of the action of 
the Council, some useful improvements will be effected in records in that State. 


Evening Meetings in the Various States and in the Dominion. 

The Council is anxious that interest in the College should be stimulated in 
the various States and in the Dominion, and the suggestion was made that the 
organization of evening meetings might help. The States of New South Wales, 
Queensland, Tasmania and Victoria have agreed to or have arranged evening 
meetings. A definite decision has not yet been made in New Zealand or Western 
Australia. South Australia considers that, owing to the limited number of Fellows 
resident in the State, evening meetings would not be a success. 


Library. 
The College is indebted to the following friends and Fellows who have 
generously made gifts of books: Sir Hugh Devine, Dr. T. A. F. Heale, Professor 
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A. E. Hertzler, A. M. Lazarus, L. M. McKillop, K. J. O’Day, Mrs. C. Sutherland, 
G. R. A. Syme, R. B. Wade, Professor F. Wood Jones. 

The Council decided to obtain, for those Fellows who desired them, trans- 
lations of articles in foreign journals received by the College. This announcement 
was made in the October, 1936, issue of THE AUSTRALIAN AND NEW ZEALAND 
JOURNAL OF SURGERY. 

Gifts to the College. 

The following gifts have been received: a library table, from New Zealand 
Fellows; a sun dial, from Professor C. F. M. Saint, erected in the College gardens 
by the Melbourne City Council; an autographed photograph of the late Lord Lister, 
from Dr. J. H. L. Cumpston; an apothecary’s cabinet, thought to have been 
used by medical officers in the East India Company’s merchant service, from 
Professor F. Wood Jones; a set of old surgical instruments, from Mr. W. Preston, 
of the Anatomy School, University of Melbourne; a group of the Fellows of the 
Royal College of Surgeons of Edinburgh, taken on the occasion of the tercentenary 
of the college, from Dr. Hugh Murray. 

The Council is very grateful to these generous donors, and it particularly 
appreciates the thought which prompted the gift of the library table from the New 
Zealand Fellows. 

Ryan Scholarships. 

The examinations for the Michael and J. P. Ryan Scholarships in Surgery 
were held at the College in October, 1936. The Board of Examiners was T. F. 
Ryan (Chairman), Sir Hugh Devine and W. A. Hailes. The results were: 

Michael Ryan Scholarship in Surgery: Winner, James Francis Hughes; 
prozrime accessit, Hugh Ryan. 

P. Ryan Scholarship in Surgery: Winner, Yrsa Elizabeth Osborne; 
proxime accessit, Marjorie Gilchrist. 


Conference Convened by the Charities Board of Victoria. 

The Chairman of the Executive Committee and the Censor-in-Chief attended 
a conference convened by the Charities Board of Victoria for the purpose of 
discussing appointments to the honorary staffs of the base hospitals in Victoria. 
The conference decided to make the following recommendations to the Charities 
Board: 

1. That an advisory board be appointed for the purpose of controlling and 
recommending all appointments to the honorary staffs of base hospitals. 

2. That it be the aim of the Charities Board to appoint only properly qualified 
members of the profession to staffs of the base hospitals. 

3. That the Charities Board should give notice of the qualifications that it 
will require from applicants for appointment to the honorary staffs. 

4. With regard to the surgical staffs, the qualification required should be the 
fellowship of the Royal Australasian College of Surgeons. 


National Health and Medical Research Council. 

In the belief that it is desirable for medical bodies with power of nomination 
to appoint research workers as their representatives on the National Health and 
Medical Research Council, the Council has appointed Professor H. R. Dew as the 
representative of the College. 


Hand Book. 

A draft of the new issue of the Hand Book, which it is proposed to publish 
early in 1937, has been prepared. Copies will be mailed to all Fellows as soon 
as possible after the tenth annual general meeting. 

H. G. WHEELER, 
Secretary. 


The report was unanimously adopted. 

In future, the College balance sheet will appear in the first issue of the 
journal published after the annual general meeting, and will not be printed and 
circulated separately as formerly. 
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PRIMARY FELLOWSHIP EXAMINATION OF THE 
ROYAL COLLEGE OF SURGEONS OF ENGLAND. 


THE Council of the College wishes to announce that a primary examination in 
anatomy and physiology will be held during November-December, 1937, in 
Melbourne, Sydney and Dunedin, under the following conditions: 

The papers will be written simultaneously in all three centres, beginning on 
Monday, November 29, 1937, and the viva voce part of the examination will 
begin in Melbourne during the same week; in Sydney during the week following 
that in which the papers are written; in Dunedin during the second or third week 
after the written papers. 

The result will be announced at the termination of the examination in each 
centre. 


The examination is open to candidates who are graduates or undergraduates 
of the medical faculty ef any university recognized by the Royal College of 
Surgeons of England, and who comply with the conditions of the regulations. (The 
recognized universities in Australasia are the Universities of Adelaide, Melbourne, 
Sydney and Dunedin.) 

Copies of the regulations, forms of application for admission to the 
examination, and the schedule of the certificates required may be obtained, free 
of charge, from the Secretary, the Royal Australasian College of Surgeons, Spring 
Street, Melbourne, C.1. 

Completed forms of application, together with the certificates required by the 
regulations, must reach the Secretary of the Royal Australasian College of 
Surgeons not later than Saturday, July 31, 1937. 

The fee for admission to the examination, or reexamination, is £25 sterling, 
which must be paid to the Secretary of the Royal Australasian College of Surgeons 
not later than Monday, November 1, 1937. 

Candidates who withdraw from the examination, owing to any cause 
whatsoever, after they have paid their fees will be refunded half the amount of 
the fee which they have paid. 

All inquiries concerning the examination to be addressed to the Secretary, 
the Royal Australasian College of Surgeons, Spring Street, Melbourne, C.1. 


THE UROLOGICAL SOCIETY OF AUSTRALASIA. 


THE inaugural meeting of the Urological Society of Australasia was held on 
January 7, 1937. It was decided that membership of the society should be limited 
to surgeons practising solely the speciaity of urology. The foundation members 
are: R. H. Bridge (Sydney), R. G. S. Harris (Sydney), M. S. S. Earlam (Sydney), 
C. Edwards (Sydney), J. W. S. Laidley (Sydney), K. Kirkland (Sydney), J. J. 
Power (Brisbane), E. R. Reay (Christchurch), A. S. Roe (Brisbane), J. T. Tait 
(Melbourne), R. J. Silverton (Sydney), A. Walker-Smith (Sydney). 


The following were elected as office-bearers: President, R. H. Bridge; Vice- 
President (President-Elect), J. J. Power; Honorary Secretary and Treasurer, 
K. Kirkland. 


434 THE AUSTRALIAN AND NEW ZEALAND JOURNAL OF SURGERY. 


THE BRITISH POST-GRADUATE MEDICAL SCHOOL. 


Tue College wishes to draw attention to the announcement of the British Post- 
Graduate Medical School on page xxx of the advertisements. 


NEW DEVELOPMENTS IN SURGICAL EQUIPMENT. 


Tue attention of Fellows is drawn to pages xviii and xxvi among the advertise- 
ments, which illustrate some recent developments in surgical equipment. The 
Editorial Committee is responsible for the selection of the equipment illustrated 
thereon. The publishers will be pleased, whenever possible, to supply the names 
and addresses of the manufacturers to anyone requiring such information. 


Editorial Motices. 


EpirorIAL communications should be addressed to the Chairman of the Editorial 
Committee, 57 Collins Street, Melbourne, or to any member of the Editorial 
Committee. It is understood that original articles forwarded for publication 
are offered to THE AUSTRALIAN AND NEW ZEALAND JOURNAL OF SurRGERY solely, 
unless the contrary be stated. 

Reprints can be supplied at cost price; the minimum number is fifty copies. 
Orders for reprints must be given when the proof is returned. 

Exchange journals should be addressed to the Honorary Librarian, Royal 
Australasian College of Surgeons, Spring Street, Melbourne, C.1, Victoria, 
Australia. 

Business communications and remittances should be addressed to Butterworth 
and Co. (Aus.) Ltd., 8 O’Connell Street, Sydney. 


J 
i 
by 
{ 


The 


Australian 


New 
Journal Surgery 


UNDER THE DIRECTION OF THE EDITORIAL COMMITTEE OF 
THE ROYAL AUSTRALASIAN COLLEGE OF SURGEONS 


Sir HucuH Devine, Chairman. 


H 


E. D. AHERN (Q.) | 
ARCHIE J. ASPINALL (N.S.W.) 
sir L. Barnett (N.Z.) | 
F. G. Bett (N.Z.) 

(Editorial S y in New Zealand) 
A. E. Brown (Vic.). 
C. E. Corcette (N.S.W.) 
Proressor H. R. Dew (N.S.W.) 
Sir THoMAs DUNHILL (Eng.) 
Sir JAMEs Exxiott (N.Z.) 
P. S. Foster (N.Z.) 
F. A. Hapiey (W.A.) 
T. E. Victor Hurey (Vic.) 


Fay (Vic.) 

F. A. Macuire (N.S.W.) 

E. T. C. Mitiican (Eng.) 

Sir ALAN NEwTON (Vic.) 

H. R. G. Poate (N.S.W.) 
BaALcomBE Quick (Vic.) 

Sir Carrick RoBertson (N.Z.) 
F. P. Sanpes (N.S.W.) 

JULIAN SMITH, Junr. (Vic.) 

T. G. Witson (S.A.) 
Proressor J. C. WINDEYER (N.S.W.) 
D. S. (N.Z.) 

B. T. Zwar (Vic.) 


MERVYN ARCHDALL, Editor 
I. Doucrass Miter, Secretary to the Editorial Committee. 


VOLUME VI — 1936-1937 


Single Numbers: 7s. 6d. 


Annual Subscription: £1 10s. 


Registered at the General Post Office, Melbourne, for transmission by post as a periodical 


SYDNEY: 


BUTTERWORTH & CO. (AUSTRALIA) LTD. 
8 O'Connell Street. 


Melbourne, Vic.: Henty House, Little 
Collins Street. 

Wellington, N.Z.: 49-51 Ballance Street. 
Auckland, N.Z.: 35 High Street. 

London: Butterworth & Co. (Publishers) 

Ltd., Bell Yard, Temple Bar. 


Calcutta 

Madras } Butterworth & Co. (India) Ltd. 

Bombay 

Toronto: aoe & Co. (Canada) 
td. 

Durban: Butterworth & Co. (Africa) Ltd. 


q 
| 
| 
} 


INDEX TO VOLUME VI. 


[The letters (O.A.) indicate an original article; (S.T.) indicate an article published in 
the section of “Surgical Technique”; (C.R.) indicate a case report.] 


PAGE. | PAGE. 
A Blaubaum, A., Bronchiectasis (O.A.).. 272 
Of the Face, by R. Flynn (C.R.) .. 400 | Boma, Tr. 322 
Of the Head and Neck, by S. S. Bone, Localized Rarefying Conditions 
Gardiner (Critical Review) .... 186 | of, by E. S. J. King (rev.) . 91 
iti | 
Adenitis, Ieo-Caecal, by A. E. | Bonney, V., and Berkeley, of 
Brown (O.A.) 158 Gynecological Surgery (rev.) .. 236 
Allergy of the Nose and Paranasal Brain and Cerebro-Spinal Fluid, Effect 
Sinuses, by F. K. Hansel (rev.).. 331 on the, of Solutions of Different 
Amreich, J., and Peham, Operative 87 
Gynecology (rev.) 231 | British Post-Graduate Medical School 
Anesthesia in Kirschner’s Clinic at 96, 236, 240, 336, 434 

Anaphylactic Shock, Fatal .......... 85 | By A. Blaubaum (0.A.)_........ 272 
Anatomy— | By Ww. Mewten 267 
Bailliére’s Synthetic, by J. E. Surgical Treatment of, by M. P. 

Illustrations of Regional (rev.) .... 415 Broomhead, R., The Treatment of 
Some Recent Work in, Bearing on | 95 

Surgical Practice, by W. P. Gow- Brown, A. E. .. 88, 89, 324, 327, 411, 413, 414 

land 339 |  Tleo-Caecal Adenitis (O.A.)..... 158 

Anderson, A, S., A Series of Cases of Brticke, Hans von ............ece. 407 
Metallic Intraocular Foreign 7 
373 
Arteries, Diagnosis and Treatment of Cc 
Diseases of the Peripheral, by 
S. S. Samuels (rev.)  ........ 328 Calculus, Vesical, in South China .... 327 
Arthrodesis of the Hip .....cesccess 405 Calvet, J.. and Lenormant.......... 85 

Australian and New Zealand Journal } Of the Tongue, Treatment of 226 

Conference, Seventh Australian .... 429 
Carcinoma 
B CEsophagectomy for, by E. S. J. 
Bacteriology, A Textbook of, by T. B. King (C.R.) 307 
Rice (rev. 92 Unusual Cases of Caecal, by L. 
Bailey, H., and McNeill Love, Short Doyle - 
Practice of Surgery (rev.) .... 334 | Carcinomata, Two, of the Large Bowel, “ 
Balfour, D. C., Eusterman et alii, The | by L. Doyle (C.R.) ...--+-++-- 79 
Stomach and Duodenum (rev.) .. 93 | Caries, Spinal, The Treatment of, by 
85, 86, 87, 424 | 
P | Catchlove, S. G. L., Extensive Partia 
Begg, R. C., Renal Echinococcosis in Gastrectomy as the Surgical Treat- 
Australia and New Zealand (0.A.) 108 ment of Chronic Gastric Ulcer 
Bell, F. G., Ulcerative Colitis in New | 274 
Zealand, with Special Reference Cc 
. - ato, E. T., Treatment of Spinal Caries 
to the Acute Type (O.A.) ...... 37 | by the Albee Operation (0.A.) .. 361 
Berens, C. 419 Cerebro-Spinal Fluid, Effect on the 
Berkeley, C., and Bonney, Textbook of Brain and, of Solutions of Different - 
Gynecological Surgery (rev.) .. 236 ! 87 


iv THE AUSTRALIAN AND NEW ZEALAND JOURNAL OF SURGERY. 


PAGE. | PAGE. 
Cheesman, J. E., Bailliére’s Synthetic | Emergencies— 

Medical, Surgical and Obstetric, 
332 Manual of, by J. Snowman (rev.) 417 
Clunie, T., An Uusual In 72 Surgical, in Children, by H. C. 

Colitis, Ulcerative, in New Zealand, with on 

Special Reference to the Acute | Escritos Quirurgicos, by A. Zeno (rev.) 98 

Type, by F. G. Bell (O.A.) ........ 37 | Eusterman, G. B., Balfour et alii, The 
Consultations, Etiquette of Surgical .. 403 Stomach and Duodenum (rev.) .. 95 
Copeland, M. M., Geschickter, Bye and ite Dissases, by Mighty-Two 

Tumours of Bone (rev.) ........ 333 International Authorities (rev.) .. 419% 
Cowlishaw, L., The George Adlington 

Syme Oration: The First Fifty 

Years of Medicine in Australia ; F 

‘ascie# of the Human ody, by E. 
Cysts, Non-Parasitic, of the Liver .... 85 | 399 

Fibroma, A Case of Naso-Pharyngeal, 
Flynn, R.— 
to, 418 | Actinomycosis of the Face (C.R.) .. 400 
as Case of Naso-Pharyngeal Fibroma 
Devine, H. B. ......... 84, 323, 407,409 | 179 
Technique of Gastro-Enterostomy | Foot, The, by N. C. Lake (rev.) ...... 233 


Diaphragm, The Movement of, and the 
Venous Circulation after Operation 407 


Dislocation of the Hip, Congenital .... 324 


Foreign Bodies, A Series of Cases of 
Metallic Intraocular, by A. 58S. 
373 


Fracture-Dislocations of the Cervical 


Dislocations and Fracture-Dislocations Vertebre, Some Difficulties in the 
of the Cervical Vertebra, Some Treatment of Dislocations and, by 
in the Treatment of, by 380 
eee Gee for Closure of In- 295 Medial Collum Femoris ........... 409 
stinal § 223 
y Of the Vertebral Column, Functional 


Two Carcinomata of the Large Bowel Treatment of, by R. Broomhead (rev.) 95 


) ‘9 qyeatment of, in General Practice, by 
Unusual Cases of Caecal Carcinomata __ W. H. Ogilvie (rev.) ........... 419 
. iring of Compound, by A. Aspinall 
asic Pathology of Goitre: lodine 
Defects, Compensatory Adjust- eg Py > F., Aural Therapy in 41 
ments, “Mass Effects” (O.A.) .... 147 | telation to Deafness (rev.) ....-- 8 
Drewing, E., and Gorinevskaja 89 Frazer, J. - 
Duodenum, Stomach and, by G. B. 407 
Eusterman, D. C. Balfour et alii | Fuchs, O., and Zukschwerdt .......... 226 
Dutta, P. C., and Green-Armytage, 
Textbook of Midwifery in the G 
Gardiner, S. S., Actinomycosis of the 
E Head and Neck (Critical 
Echinococcosis, Renal, in Australia and Gastrectomy, Parti as Surzi 
y, Partial, as the Surgical 
New Zealand, by R. C. Begg (O.A.) 108 | Treatment of Chronic Gastric Ulcer, 
Ectopia Vesice, by J. W. S. Laidley by S. G. L. Catchlove (O.A.) .... 274 
| Gastro-Enterostomy, Technique of, by 
Annual Meetings of the College .... 81 yenito-Urinary Organs, Surgical 
Etiquette of Surgical Consultations.. 403 Diseases and Injuries of the, by | | 
-W 9 
Sex Factor in Clinical Surgery ...... 317 J. The 339 
i i eorge ington Syme Oration: e 
183 First Fifty Years of Medicine in 
iditorial Notices ...... 96, 240, 336, 434 Australia, by L. Cowlishaw (0.A.) 3 
Edwards, H. C., Surgical Emergencies George V, His Late Majesty, Memorial 


| 
| 
hes 
| 
| 
| 
Pig tits 
| 
| 
| 
| 
| 
} 
i} 
: 
4 
| 
; 


INDEX TO VOLUME VI. Vv 
PAGE. PAGE. 
Geschickter, C. F., and Copeland, 91, 322, 325, 406, 410 
; Tumours of Bone (rev.) ......-. 33 Some Difficulties in the Treatment of 
Goitre, Certain Aspects of the Basic Dislocations and Fracture-Disloca- 
Pathology of, Iodine Defects, Com- | tions of the Cervical Vertebre 
‘Bifects » by A. M. Drennan (0.A.) 147 | Kirschner’s Clinic, Anesthesia in ..... 228 
| Gowland, W. P., Some Recent Work in | 
Anatomy Bearing on _ Surgical I 
Green-Armytage, V. B., and Dutta, Text- | Laidley, J. W. 8. 
book of Midwifery in the Tropics Case of Vitamin Deficiency Simulat- 
Gynecological Surgery, A Textbook of, | é 
by C. Berkeley and V. Bonney | Ectopia Vesice, A Case of (C.R.) ... 398 
236 Survey of Prostatic Surgery Today 
Gynexeology, Operative, by H. v. Peham COA) 54 
and Amretch (rev.) 231 Lake, C.,. The Poot (evi) 233 
| Lamy, L., and Weissman .......... 320 
H Legg-Perthes’s Disease ............. 91 
Hemangioma, Vertebral ..........-- 320 | Lenormant, Ch., and Calvet ........ 85 
Hansel, F. K., Allergy of the Nose and | | Levine, S. A., Clinical Heart Disease 
Paranasal Sinuses (rev.) ........ 331 | 422 
Heart Disease, Clinical, by S. A. Levine al Life and Works of, by E. C. O. 
Henderson, M. S., Tuberculosis of the | Locomotion in Man, Mechanics of 
| Joints, with Special Reference to = Normal and Pathological, by A. 
the Knee (O.A.) 27 | 416 
Hernia, New Operation for the Cure of | 
323 | 
M 
J Hipsley, P. L., Tumours of Bone (O.A.) 13 Macalister, C. J.. Symphytum Officinale, 
: Ancient Medici dy 
Homans, J., Textbook of Surgery (rev.) 415 ane 
Hydatid Cysts of the Mediastinum .... 86 | Maguire, F. A., Internal Shortening 
Maingot, R., Post-Graduate Surgery 
Injury, An Unusual, by T. Clunie (C.R.) 72 | 405 
Intestinal Stumps, The “Donati Instru- | Mayo Climic .....ccsccsscsesscescess 93 
ment” for the Closure of ........ 225 | Collected Papers of the, and Mayo 
McNeill Love, R. J., and Bailey, Short 
Practice of Surgery (rev.) ...... 334 
J Medicine in Australia, The First Fifty 
7 Ss yeorge Adlington Syme 
Jewesbury, E. C. O., Life and Works of Years of, 
Charles Barrett Lockwood (1856- Oration, by L. Cowlishaw (O.A.).. 3 
1914) (POV.)  ccccsccccnsccsesees 421 | Mercer, W., Orthopedic Surgery (rev.) 330 
87 | Midwifery in the Tropics, A Textbook 
of, by V. B. Green-Armytage and 
K Miller, I. D., Observations on the In- 
fluence of Movement on Surgical 
906 
ting, E. Ss. J.— Mitchiner, P. M., Shattock, Slesinger 
and Wakeley, Surgery for Dental 
Case of (C£sophagectomy (Torek’s 420 
Operation) for Carcinoma and 
GEsophagoplasty (C.R.)  ........ 307 Morison, R., and Saint, Introduction to 
Localized Rarefying Conditions of Surgery (rev.) 41% 


91 Moynihan, Lord, of Leeds ............ 414 


i 

| 


vi THE AUSTRALIAN AND NEW ZEALAND JOURNAL or SURGERY. 


PAGE. 
N 

National Health and Medical Research 
Newton, W. S., Bronchiectasis (O.A.).. 267 
eee 96, 237, 239, 335, 433 

Oo 

Obstetrics, Textbook of, by E. A 

CEsophagectomy, A Case of (Torek’s 

Operation) for Carcinoma and 

‘one by E. S. J. King 

Ogilvie, W. H., Treatment of Fractures 
in General Practice (rev.) ....... 419 
Ophthalmia, Sympathetic ........... 325 
Osgood-Schlatter’s Disease .......... 91 


P 
Pain, Recent Observations on Referred, 
Papp, J., and Tepperberg ............ 
Parathyroids in Health and Disease, 
by D. H. Shelling (rev.) ........ 


Pegging the Knee and the Hip 


Peham, H. v., and Amreich, Operative 

Gynmcolegy (FOV.) 
Philippides, D. ..... 
Phillips, G., Recent on 


Referred Pain (O.A 


Poate, H. R. G., The Problem of Thyreo- 
15 


toxicosis (O.A 
Post-Graduate Study— 
British Post-Graduate Medical 
School, The Surgical Unit at .... 


Potter, L. G. 
Power, D’A., 
(O.A.) 


The Cultured Surgeon 
President's Address— 
By L. Barnett 
By R. B. Wade 
Prince Henry Hospital, Sydney 
Prince Henry’s Hospital, Melbourne .. 
Prolapse, Promontory Fixation of the 
Uterus and Vagina in Unusually 
Large and Complicated 
Prostatectomy, Fiiller’s 


Prostatic Surgery Today, A Survey of, 
by J. W. S. Laidley (O.A.) 


R 


Retina, Congenital Falciform Detach- 
ment of the 


PAGE. 


Reviews— 


Allergy of the Nose and Paranasal 
Sinuses, by F. K. Hansel 
Aural Therapy in Relation to Deaf- 
ness, by D. F. Fraser-Harris 
Bailliére’s Synthetic Anatomy, by 
Clinical Heart Disease, by 
Collected Papers of the Mayo Clinic 
and the Mayo Foundation, 1935 .. 
Diagnosis and Treatment of Diseases 
of the Peripheral Arteries, by 8S. S. 
Samuels 
Escritos Quirurgicos, by A. Zeno .... 
Eye and its Diseases, by Eighty-Two 
International Authorities 
Fascia of the Human Body and their 
Relation to the Organs they 
Envelop, by E. Singer ........... 
Illustrations of Regional Anatomy .. 
Introduction Surgery, by R. 
Morison and C. F. M. Saint ...... 
Life and Works of Charles Barrett 
Lockwood (1856-1914), by E. C. O. 
Jewesbury 
Localized Rarefying Conditions 
Bone as Exemplified by Legg- 
Perthes’ Disease, Osgood-Schlatter's 
Disease, Kiimmell’s Disease and 
Related Conditions, by E. 8S. J. 
Manual of Emergencies, Medical, 
Surgical and Obstetric, by J. Snow- 
man 
Mechanjcs of Normal and Pathologi- 
cal Locomotion in Man, by A. 
Narrative of an Investigation Con- 
cerning an Ancient Medicinal 
Remedy and its Modern Utilities: 
The Symphytum Officinale and its 
Contained Allantoin, by C. J. 
Operative Gynecology, by H. 
Peham and J. Amreich 
Orthopedic Surgery, by W. Mercer .. 
Parathyroids in Health and Disease, 
by D. H. Shelling 
Pocket Monographs on Practical 
Medicine: Treatment of Fractures 
in General Practice, by W. H. 


Post-Graduate Surgery, by R. Maingot 
Short Practice of Surgery, by H. 
Bailey and R. J. McNeill Love .... 
Stomach and Duodenum, by G. B. 
Eusterman, D. C. Balfour et alii .. 
Surgery for Dental Students, by P. M. 
Mitchiner, C. L. Shattock, E. G. 
Slesinger and C. P. G. Wakeley .. 


Surgical Diseases and Injuries of a 


Genito-Urinary Organs, by 
—e Emergencies in Children, by 


Textbook of Bacteriology, by T. B. 


331 
418 
234 
422 


418 


328 
93 


419 


332 


91 


417 


416 


| 
j 415 
417 
| 
j | 421 
‘ 
| 
350 
410 
=. 
235 
88 
231 | 
228 | 
334 
1 231 
330 
236 | 
. 418 | 235 
al 358 | 419 
18 414 
430 
429 334 
| 93 
413 | \ 
326 420 
329 
| 235 
4 | 92 
| 
\ 


PAGE 
Reviews—Continued. 
Textbook of Gynecological Surgery, 
by C. Berkeley and V. Bonney 36 


Textbook of Midwifery in the Tropics, 
by V. B. Green-Armytage and P. C. 


Textbook of Obstetrics, by E. A. 
Textbook of Surgery, by American 
Authors, edited by F. Christopher.. 332 
Textbook of Surgery, by J. Homans 415 
The Pect, tr GC. 233 
Treatment of Fractures, by R. Broom- 
Tumours of Bone (Including the Jaws 
and Joints), by C. F. Geschickter 


Western Australian Clinical Reports 329 
Reviews, Critical, of Surgical Subjects— 
Actinomycosis of the Head and Neck, 


Rice, T. B., A Textbook of Bacteriology 
Blood Vessel Tumours of the Scalp 
Royal Australasian College of Sur- 
geons— 
Annual Business Meeting .......... 428 
Appointment of Executive Com- 
mittee and Honorary Treasurer 428 
Admission of Fellows ........... 424 
Appointment of Office-Bearers ... 424 
Surgical Apprenticeship ........ 424 
Annual Meetings of the College 81 
Financial Statement .............. 432 
Registration of Diploma of Fellow- 
Royal College of Surgeons of England, 
Primary Fellowship Examination 
239, 335, 429, 433 
Saint, C. F. M., and Morison, Intro- 
duction to Surgery (rev.) ...... 417 
Samuels, 8. S., Diagnosis and Treatment 
of Diseases of the Peripheral 
Schumann, E. A., Textbook of Obstetrics 
Sex Factor in Clinical Surgery 
Shattock, C. L., Mitchiner, Slesinger 
and Wakeley, Surgery for Dental 
Shelling, D. H., Parathyroids in Health 
Shock, Surgical, Observations on the 
Influence of Movement on, by I. D. 


INDEX TO VOLUME VI. 


Some Points in Urological Technique, 
with a Description of Instruments 


Singer, E., Fascie of the Human Body 
Slesinger, E. G., Mitchiner, Shattock 
and Wakeley, Surgery for Dental 
Snowman, J., Manual of Emergencies, 
Medical, Surgical and Obstetric 
Sodium Chloride, The Use of, in Sur- 
Steindler, A., Mechanics of Normal and 
Pathological Locomotion in Man 
Stomach and Duodenum, by G. B. 
Eusterman, D. C. Balfour et alii 
Surgeon, The Cultured, by D’A. Power 
Surgery— 
Clinical, Sex Factor in (Editorial) 
For Dental Students, by >, 


Mitchiner et alii 
In Other Countries 
Anesthesia in Kirschner’s Clinic at 
Heidelberg 
Anaphylactic Shock, Fatal 
Brain and Cerebro-Spinal 
Effect on the, of Solutions 
Different Concentrations 
Calculus, Vesical, in South China.. 
Cancer of the Tongue, The Treat- 
ment of 
Cysts, Non-Parasitic, of the Liver. . 
Diaphragm, The Movement of, and 
the Venous Circulation § after 
Dislocation of the Hip, Congenital 
“Donati Instrument”, The Use of, 
for the Closure of Duodenal or 
Small Intestinal Stumps ....... 
Fractures, Medial Collum Femoris 
Fractures of the Vertebral Column, 
Functional Treatment of 
Hemangioma, Vertebral ........ 
Hare-Lip Operations, Basic Prin- 
Hernia, New Operation for the 
Cure of Inguimal 
Hydatid Cysts of the Mediastinum 
Ophthalmia, Sympathetic 
Pegging the Knee: Pegging 
Arthrodesis of the Hip 
Prolapse, Promontory Fixation of 
the Uterus and Vagina in Un- 
usually Large and Complicated 
Prostatectomy, Fuller’s ........ 
Retina, Congenital Falciform De- 


(rey.) 


Fluid, 
of 


and 


tachment of the 


410 
230 


vii 
| PAGE. 
| Shortening, Internal, by F. A. Maguire 

300 

332 

420 

417 

416 

93 

| 225 

245 

317 

420 

228 

85 

87 

327 

226 

85 

407 

324 

225 

409 

89 

320 

323 

322 

86 

325 

405 

413 

326 


viii THE AUSTRALIAN AND NEW ZEALAND JOURNAL OF SURGERY. F 


PAGE. | PAGE. 
Surgery—Continued. Tumours— i 
In Other Countries—Continued. Blood Vessel, of the Scalp, by L. i 
Sodium Chloride, The Use of, in 99 
410 | Of Bone, by P. L. Hipsley (O.A.) .. 134 
Sutures, A New Instrument for the Of Bone (Including the Jaws and 
407 Joints), by C. F. Geschickter and 
Sympathetic Control of Hollow M. M. Copeland (rev.) ........... 333 
Tenosynovitis, Stenosing ........ 230 | U 
Uleer, Operative Failure in Gastric A 
Introduction to, by R. Morison and Chronic Gastric, Partial Gastrectomy - 
417 by 8. G. L. Catchlove (O.A.) .. 274 
Orthopedic, by W. Mercer (rev.) .. 330 Gastric and Duodenal, Operative 
Post-Graduate, by R. Maingot (rev.) 414 
Urological Society of Australasia ..... 433 
Short Practice of, by H. Bailey and d 
R. J. MeNeill Love (rev.) ........ 334 | Urological Technique, Some Points in, 
k ms be A | with a Description of Instruments, 
Textboo of, by American uthors by R. J. Silverton (S.T.) ...... 300 : 
332 
Textbook of, by J. Homans (rev.) .. 415 
Surgical Equipment, New Developments Vv 
96, 240, 336, 434 
Susman, M. P., The Surgical Treatment 323 
of Bronchiectasis (O.A.) ........ 248 Vitamin Deficiency, A Case of, Simu- 
Sutures, A New Instrument for the lating Genito-Urinary Tuberculosis, 
407 by J. W. S. Laidley (C.R.) ...... 182 
Sympathetic Control of Hollow Organs 88 
Symphytum Officinale, An Ancient 
Medicinal Remedy, by Ww 


| Wade, R. B., President’s Address (O.A.) 18 
| Wakeley, C. P. G., Mitchiner, Shattock j 
iti | and Slesinger, Surgery for Dental 
Tepperberg, K., and Papp ........... 1 pa 
Thomson-Walker, J., Surgical Diseases Pete 
and Injuries of the Genito-Urinary | Weissman, L., and Lamy ........... 320 
Western Australian Clinical Reports .. 329 
Thyreoid Operation Wounds, Notes on | codes 320 
the Treatment of, by H. M. Wilson ‘ | Wilson, H. M., Notes on the Treatment 
392 of Thyreoid Operation Wounds 
The Problem of, by H. R. G. Poate 
Tuberculosis of oints, with Special 
Knee, by Ss. Zeno, A., Escritos Quirurgicos (rev.) .. 93 
GED 27 Zukschwerdat, L., and Fuchs ......... 226 


| 
‘ 


THE AUSTRALIAN AND New ZEALAND JOURNAL OF SURGERY. xxiii 


COMMONWEALTH OF AUSTRALIA 


DEPARTMENT OF HEALTH 


| TETANUS ANTITOXIN 
| (CONCENTRATED) 


The attention of the medical profession is directed to the high quality of Tetanus 
Antitoxin which is being issued by the Commonwealth Serum Laboratories. 

The Laboratories issue only concentrated and purified Serum, 
which is of high potency and small volume. 

During the preparation of the concentrated serum those fractions of the protein 


content of the immune antitoxic serum which are most disposed to induce serum 
| sickness, are eliminated. 


The concentrated serum contains in a very small bulk many thousands of 
antitoxin units. Before issue it is carefully tested for unitage and sterility by methods 
which have the approval of the best authorities. 


The serum in its present form is a relatively stable product and is not disposed 
to precipitate or to produce serum sickness. It has been employed for routine use 
in the large Metropolitan Hospitals in Australia. 


Tetanus Antitoxin (concentrated) can be obtained in the following quantities: 


1 phial containing 500 units (U.S.A.) = 1,000 International units .. .. .. 1/6 
1 phial containing 1,500 units (U.S.A.) = 3,000 International units .. .. .. 4/- 
3 x 1,500 unit phials in one package .. 11/- 
1 phial containing 5,000 units (U.S.A.) = 10,000 International units .... .. 11/6 
1 phial containing 10,000 units (U.S.A.) = 20,000 International units .. .. .. 20/- 


Supplies may be obtained from the COMMONWEALTH SERUM LABORATORIES, 
Royal Park, Victoria, and also from the following: Director-General of Health, 
Canberra; Chief Quarantine Officer (General), Anzac Square, Adelaide Street, Brisbane; 
Chief Quarantine Officer (General), Customs House, Circular Quay, Sydney, N.S.W.; 
Chief Quarantine Officer (General), Peel Chambers, Peel Street, Adelaide, S.A.; 
Chief Quarantine Officer (General), G.P.O., Perth, W.A.; Chief Quarantine Officer 
(General), Commonwealth Health Laboratory, Launceston, Tasmania. 


Supplies may also be obtained from The Director-General of Health, Wellington, N.Z. 


ANTI GAS-GANGRENE SERUM 


COMMONWEALTH SERUM LABORATORIES 
ROYAL PARK——VICTORIA——AUSTRALIA 


| 
| 
| 
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HENRY FRANCIS & CO. 


PHARMACEUTICAL CHEMISTS 
Established in 1849 


specialise in 
Dispensing for Surgeons and Physicians 


The following solutions are in regular demand, and can be forwarded 
at short notice— 
1. Bonney’s Paint; 2. Mastisol ; | 
3. Acriflavine Emulsion; 4. Sinclair’s Glue; 


and Intravenous Solutions (prepared with double-distilled water) to 
your formula. 


107 COLLINS STREET, MELBOURNE, C.1., VICTORIA 


/ Denyer’s Pedestal Base Operating Table 


Lateral Tilting Model with Oil Pump and Stainless Steel Top Built Entirely in Our Own Works*ops 


@ DESIGN. — Perfected, through 
close association and co-opera- 
tion with able surgeons, to 
provide all positions used in 
modern surgery. 


@ MATERIALS.—Only such ma- 
terials as from actual practice 
have proved serviceable enter 
into the construction. 


@ GUARANTEE.—The value of 
any product is its capacity 
for service. Denyer tables are 
dependable in performance, and 
carry a lifetime guarantee 
against defective material. 


ACHIEVEMENT.—Denyer tables 
have been installed by princi- 
pal Hospitals in all States and 
New Zealand. 


— Price List with pleasure — 


DENYERS 


Pty. Lea. 
264 SWANSTON STREET 
MELBOURNE, C.!, VIC. 


“ag XNiv 
pat 
q 
: 
. 
sued 


Tue AUSTRALIAN AND NEW ZEALAND JOURNAL OF SURGERY. XXV 


T H E ” S M i T H 1“ UNIVERSAL OPERATION TABLE 


SETTING A NEW HIGH STANDARD OF SURGICAL EXCELLENCE 


PRECISION 
STRENGTH 
STABILITY 


a 
100% AUS- 
TRALIAN 


cm 


Manufactured by Designed to meet the requirements of modevs Sydney Agents: 
R.L.SMITH&CO. surgery. X-RAYS LTD. 


136 Write us for full particulars. 


Ether--Ideal Anzsthetic 


WOOLWICH and ELLIOTT brands of Anesthetic Ether 

and Ethyl Chloride (complying with all the tests of the 

B.P., 1932) are used extensively in hospitals throughout 
Australia. 


FAMOUS BECAUSE THEY SATISFY 


ANZESTHETIST .prefers an anesthetic that is simple and flexible in its 


administration . . . low cost . . . easily transported. 
SURGEON + «+ edemands muscular relaxation and smooth anesthesia. 


PATIENT . . .. .assured safety during the entire anesthesia and comfort in 
the induction and recovery stages. 


Specify WOOLWICH and ELLIOTT brands when ordering supplies 


through your wholesale house or Government Stores Department. 


Made in Australia by 


Woolwich-Elliott Chemical Co. Pty. Ltd. 


SCOTTISH HOUSE, 17 BRIDGE STREET, SYDNEY 


One | 

VT | 
a 
| 
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hii) 
| 
II 


Mew Developments in Surgical Equipment. 


(Der Chirurg, November 1, 1936, 
page 867.) 


An instrument for the insertion of 
sutures in the repair of a cleft palate. 


(Der Chirurg, January 1, 
1937, page 39.) S) 
A method for holding in 4 


rubber tubes instead of using 
safety pins. 


(Der Chirurg, January 1, 1937, page 40.) 
A tooth forceps, one fang of the forceps being 
longer than the other, so that it is better 
ae en adapted to the tooth; thus the forceps does 
(8) not tend to cut off the crown of the tooth from 
its root. 


These instruments are selected by the Editorial Committee, and the Publishers will 
be glad, whenever possible, to give the names of the suppliers to any subscriber. 
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No matter how good his 
school education has been, it 
has not taught him Accoun- 
tancy, Secretaryship, Cost 
Accountancy, Advertising, 
Marketing and Selling. 


Yet a Business Career is a 
fascinating adventure, that 
with this knowledge will 
place the world at his feet. 


Success, travel, variety, scope 
—a place in the sun! All 
can be his if he gets the busi- 
ness training of H. & R. 


Will he be leaping ahead to 
SUCCESS — or, Just Jogging 
Along the Highways? 


T? give him an early start, to enable him to leap ahead 

through life, you must give him a specialised training. 
To enter the Business profession, the education you have 
given him only fits him to just go jogging along—when 


he DOES get a position. 


To enter or stay in business, you must be 
trained — you must be qualified. Employers 
throughout Australia give preference to the youth (or girl) 
who is training with H. & R.—even assist him—and this 
training is not the financial burden on you that school 
education has been. Call and discuss your son’s future— 
examine the possibilities of our thorough training and the 
Staff Appointment Service which last year placed 327 
H. & R. trained students in positions. 


Your son has much more chance of securing a 
job if the gates to success are opened with a 
thorough business training. The business train- 
ing at H. & R. opens the gates—How will he be 
travelling? 


For your son, life’s chance begins when you 
post the coupon. 


Hemingway & Robertson 


The Accountancy Specialists 


Melbourne: 1, Bank House, Bank Place, C.i. 

Sydney: 1, Barrack House, 16 Barrack Street. 

Offices in Melbourne, Sydney, Newcastle, Brisbane, 
Adelaide, Perth, Hobart and Launceston. 

H. & R., Nearest Capital City, is sufficient address. 


POST THIS COUPON TODAY. 
Dear Sirs, 
I am interested in Business. Please send me 
free copy of the 1936 Edition of “The Guide to 
Business Careers”. 


f 
For your Con 
ay begins at 16 
\( 
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DEFICIENCY DISEASES 


Developments resulting from experiments now being 
conducted in the treatment of deficiency diseases 
may necessitate a re-casting of some of our basic 
principles of medical treatment. Just as the discovery 
of Liver Treatment upset preconceived ideas, 
another discovery as important, if not, as yet, as 
well known, is the blending of 40°% Halibut oil in 
a palatable confection which eliminates, for the first 
time, that nausea hitherto always associated with 


fish oils. 


May we suggest that in the after-treatment of chest, 
lung and allied conditions requiring a building-up of 
VITAMINS A anno D—40% Barley Malt 
would make a pleasing addition to existing pre- 
scriptions. 


THE OIL OF THE HALIBUT USED IN 
GRIFFITHS 40% BARLEY MALT 
CONTAINS 64,000 INTERNATIONAL 
UNITS OF VITAMIN ‘A’ AND 2,000 
UNITS OF VITAMIN ‘D’ PER GRAMME, 
AND IS 90 TIMES MORE POTENT 
THAN MEDICINAL COD LIVER OIL. 


Obtainalsle at Chemists throughout Australia and 
New Zealand. 
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The Australian & New Zealand 
Journal of Surgery 


| HAVE YOUR COMPLETE SETS BOUND IN 

STRONG LEATHERCLOTH CASES WITH 

TITLE IN GOLD ON BACK FOR HANDY 
REFERENCE. 


The Illustration Depicts the Style. 


Price 
10/- nett 


No More Missing Parts 


“BOUND” TO LAST FOR MANY YEARS! 


Send to 


SPICERS & DETMOLD LTD. 


(Official Bookbinders to Butterworth & Co. (Australia) Ltd.) 


Corner Kent and Druitt Streets - - - - - SYDNEY 
Lonsdale Street - - - - - - - - MELBOURNE 
21 Young Street - - - - - - - - - ADELAIDE 
418 Murray Street - - - - - - « « « PERIM 
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BRITISH POSTGRADUATE MEDICAL 
SCHOOL 


(University of London) 


DUCANE ROAD, SHEPHERDS BUSH, W.12 


STAFF OF SCHOOL 


MEDICINE. SURGERY. GYNECOLOGY. PATHOLOGY. 
Professors: 
. Fraser, M.A., M.D... G. Grey Turner, M.S., James Young, D.S.O., 
A acd J F.R.C.S., F.A.C.S. M.D., F.R.C.S., F.C.0.G. 
Readers: 
Aitken, D.Phil. A. K. Henry, M.B., B.Ch., J. Chassar Moir, M.D., J. Gray, M.D. (Morbid 
MB.C.P. F.R.C.S. F.R.C.S., F.C.O.G. Anatomy). 


E. J. King, M.A., Ph.D. 
(Pathological Chem- 


istry) 
A. A. Miles M.A., 
M.R.C.S., M.R.C.P. 


(Bacteriology). 
Senior Assistants (L.C.C.): 
K. S. May, M.D. D Lewis, M.Ch., W. D. Brown, B.A., M.B., 
F.R.C.S. B.Ch. 
First Assistants: 
G. H. Jennings, M.A., A. L. Light, M.B., M.S., G. W. Speetens, B.A., J. M. Vaughan, B.A., 


M.B., B.Ch., M.R.C.P. F.R.C.S. (Genito- M.D., F.R.C.S., D.M., M.R.C.P. (Clini- 
(General Medicine). Urinary). M.R.C.P., F.C.0.G. eal Pathology and 
J. G. Seadding, M.D., A. J. Watson, M.B., B.S.. M. Kenny, M.B., B.S., Hematology). 
M.R.C.P. (Respira- F.R.C.S., M.R.C.P. M.R.C.S., L.R.C.P., J. D. Johnstone, M.D 
tory). (Fractures and Or- M.C.O.G. 
P. H. Wood, M.B., B.S., thopedics). & . Harrison, B.Sc., 
M.R.C.P. (Cardiovas- G. Y. Feggetter, M.S., MM. B.. B.Ch., B.S. 
cular). F.R.C.S. (Gastro- ° (Morbid Anatomy). 
E. P. Sharpey-Schafer, Enterology). G. <A. D. Haslewood, 
B.A., B.Ch., M.R.C.P. R. H. Franklin, M.B.. Ph.D., M.Se. (Patho- 
B.S., F.R.C.S. logical Chemistry). 
RADIOLOGY. DEAN: Colonel A. H. Proctor, D.S.O., M.D., 
Ch.B.. M.S., F.R.C.S.E., I.M.S. (Retd.). 


J. Duncan White, M.B., 
Assistant: E. J. E. Topham, M.A., M.B., B.Ch., SECRETARY: Paymaster Captain W. R. 
M.R.C.S., D.M.R.E. Scotland, R.N. (Retd.) 


Physicist: L. H. Clark, M.Sc., Ph.D. 


The British Postgraduate Medical School has been established to provide for the further and 
more advanced tuition in Medicine to qualified medical practitioners. It is entirely reserved for those 
holding University Degrees or Registrable Qualifications. Students can be admitted at any time or for 
any period to the ordinary teaching and hospital practice of the School. The clinical work is provided 
in the Hammersmith General Hospital (534 beds). 

The work is of a suitable standard for students preparing for higher degrees in Medicine and 
Surgery, but no special classes are held for these qualifications. Arrangements can be made for 
students taking Diplomas in Radiology and the Ph.D. (Lond.). 

Refresher Courses for General Practitioners are held from time to time, the next course begin- 
ning on 26th April, 1937. Each course lasts two weeks. 

Courses of Lectures on Special Subjects are held throughout the year. 


FEES: 
Tuition and Hospital practice, 1 month 56 5&5 0O 

3 months 10 10 0 

6 1515 0 

Anesthetics (2 ‘sessions ‘a 3.3 «0 


An Information Bureau has been established and postgraduate students can obtain information 
or advice as to courses of studies and postgraduate facilities in England. 
Information is also available regarding postgraduate facilities in America and on the Continent. 


For further particulars apply: 


THE DEAN, British Postgraduate Medica! School, Ducane Road, London, W.12. 


Tube Stations: Wood Lane (Central London Railway). Ladbroke Grove (Metropolitan Railway). 
No. 7 (Acton Vale) ’bus passes the School. 
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Zeiss binoculars, cameras and optical equipment have long 
been famous on the Australian market. Wherever the 


name Zeiss appears, users recognise it as the hall-mark of 
the finest quality obtainable. The Zeiss craftsmen bring 


the experience and skill of generations to their work. 


OPERATING LAMPS OPTICAL MEASURING 
INSTRUMENTS 


OPTO-MEDICAL INSTRUMENTS 
PROJECTION APPARATUS 


PUNKTAL SPECTACLE LENSES — FIELD GLASSES AND TELESCOPES 


MICROSCOPES CAMERAS AND ACCESSORIES 


E. C. HEYNE & CO. 


Union Building, Australian Representatives. Union Building, 
8-14 Bond Street, 100 Flinders Street, 
SYDNEY MELBOURNE 


— 


ZEISS 
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#0, Let that 
Policy Stand 
Between You 


and Financial 
Loss 
Accident — Theft 
— Fire — Third 


Party Claims (to 
an unlimited 
amount)—they’re ALL covered by B.M.I. 


Comprehensive Motor Insurance Policies. 
Why run the risk of serious financial loss when 


B.M.I. you can cover it for a few pounds a year? 
Comprehensive Insure ALL your property — Car — Home — 
MOTOR Furniture, etc. You will find it an excellent 


investment in security and peace of mind. 


INSURANCE 
POLICIES INSURE WITH YOUR OWN 
give COMPANY 
GREATER Do it Today—Tomorrow may 
COVER be too late! 


LOW Under the egis of the B.M.A. 
PREMIUMS (Victorian Branch) and the 


Medical Society of Victoria. 


SPECIAL THE BRITISH MEDICAL INSURANCE CO. OF VICTORIA LTD. 


389-395 Little Flinders 
Street, Melbourne, C.1. 
Telephone: Central 8702. 


B.M.I. 
INSURANCE 
co. 


Directorate: 


Dr. C. H. Mollison 
(Chairman). 


Dr. R. H. Fetherston. 


Dr. J. Newman 
Morris. 


Dr. F. Kingsley Norris. 
Mr. T. E. V. Hurley. 


Classes 

of Insurance 
Business 
Transacted 
Include: 


FIRE, BURGLARY 
PERSONAL 
ACCIDENT AND 
SICKNESS 
MOTOR CAR 
PLATE GLASS, etc. 


BODY MECHANICS . . . is the Mechanical correlation of the 


various systems of the body with special reference to the skeletal, muscular, 
visceral, and neurologic systems. Normal Body Mechanics obtains when this 
mechanical correlation is most favourable to the function of these systems. 


L.L. LUCAS & CO. PTY. LTD. 


Corner Russell and Little Collins Streets, 
Melbourne. Estab. 19/2. 


announce the appoiniment of 


MRS. FLORENCE DOBRIGH 


Whose acquaintance with the requirements of modern surgical corsetry is freely 
recognised, and who specialises in 


SURGICAL CORSETS, ABDOMINAL BELTS, TRUSSES, ELASTIC HOSIERY, 
FOOT SUPPORTS, etc. 


Please Phone Central 9963. 
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Underlying All Inflammation 


...1s change in the 
Capillary Net- work, 


Lessened resili- 
ence and perme- 
ability of the 
capillary wall, 
stasis in capillary 
channels, cause 
a decrease in 
tissue nutrition, 
lowered local 
resistance, and 
serious damage 
to the tissue cells. 


Generous clinical 
sample and de- 
scriptive literature 
on request from 


1. Dead and detritus. 

2. Regenerating epithelium. 

3. Regenerating connective tissue. 
4. Budding new capillaries. 


e application of hot dressings of 


stimulates capillary activity; brings fresh fluids 
and cells to the part, and thus accelerates the 
entire reparative process. 


THE DENVER CHEMICAL MANUFACTURING CO. 


165 VARICK STREET, NEW YORK, N. Y. 
76-8 Liverpool Street, Sydney. Made in Australia. 


: 
| 
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Zenith Artificial Appliances Ltd. 


1 Cook Street, Auckland, C.1 


MANUFACTURERS OF ORTHOPAEDIC APPLIANCES TO AID 
THE AFFLICTED 


ARTIFICIAL LIMBS 
ABDOMINAL SUPPORTS 
BELTS 
SURGICAL BOOTS 


Requirements and Suggestions of Surgeons 
Faithfully Carried Out. 


Our Latest Catalogue—“Tubular Steel Furniture’’—will be forwarded on request. 


NEWLANDS BROTHERS LTD., Riley Street, Sydney, N.S.W. 


MANUFACTURERS OF “LISTER” WARD AND THEATRE FURNITURE. 


q 
\ 
\ 
3 Ch i Plated Steel F i 
romium-Plate tee urniture 
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PRINTERS 
and 


who can be confidently recommended 


. . From actual experience the Publishers can recommend to_ 
subscribers to the ¢ Journal the firms whose advertisements appear below. 


EDICAL practitioners and 
oft essional tationer. M professional people who 


require printing of any nature should 

and all Classes of ee 4 
Printed M h make application to the Manager for 
rint atter at 3 lortest notice quotations, or ‘phone MW 2651-2 
(aa) and a representative will call on you. 


Australasian Medical Publishing Company Limited 
The Printing House, Seamer Street, Glebe, Sydney 


P R I N TERS Specialising in the production 


of Publications requiring care |} 


and accuracy, combined with first-class workmanship 


331 KENT STREET, SYDNEY Telephone BW 6000 


Medical Ledger Equipment 
On the Card System 


1 Drawer 6 x 4 Oak Card Cabinet. 
500 Combined Record of Visits and Ledger Cards. 
3 A to Z Alphabets. 


3 Main Guides. 
Open, Completed but not paid, 
Finished. 
W. E. SMITH LTD. Price Complete, 
Systems Specialists 35/- 


310 GEORGE ST., SYDNEY Carriage Forward. 


COKER, LIMITED 
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NEUFFER-ULRICH modified by 
Professor Friedrich 


Stomach and Intestinal 
Sewing Apparatus 


Parts of the apparatus: 


(A) Main Instrument with gripping handles and rectangular jaws. 

(B) Clip Magazine (interchangeable). 

(C) Crushing Clamp and Magazine Carrier. 

(D) Toothed rack for pushing forward and bending the clips. 

(E) Stop lever for automatically arresting the applied pressure, and release of the 
same after completion of the sewing process. 

(F) Reverse lever for the release of the Rack (D). 


Advantages: 


The apparatus is particularly suitable for closing the pylorus, the duodenum and other 
intestinal parts. Its appropriate form and size favour accessibility to the field of operation. 
ie It is rendered valuable by the fact that two or more sutures can be applied one after 
i the other, and that by simply exchanging one empty clip magazine for another ready 
” filled, an operation can be continued without delay. 


ie Three magazines are supplied with each apparatus, extra magazines can be supplied if 
desired. The magazine should be kept filled and sterilized ready for use. The manipula- 
tion of the apparatus is extremely simple, and it can be readily taken apart. 


ELLIOTTS & AUSTRALIAN DRUG PTY. LTD., 
Surgical Department, 
a 33 Bligh Street, 
SYDNEY. 


FELTON, GRIMWADE & DUERDINS LTD., 


Surgical Department, 


T. & E. (SURGICAL) CO. LTD., 
152 Charlotte Street, 
BRISBANE. 


A. M. BICKFORD & SONS LTD., 
42-46 Currie Street, 


21 Alfred Place, ADELAIDE. 
MELBOURNE. 

i FELTON, GRIMWADE & BICKFORD LTD., 

297 Murray Street, 


PERTH. 
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CALCIUM CALCIBRONAT 
SANDOZ SANDOZ 


The only calcium salt Combines the sedative and 
supplying the physiologi- neurotonic properties of the 
cally active calcium ion, bromine-ion and Calcium- 
which is well absorbed, Sandoz. It does not produce 
easily administered by the secondary effects of 
oral, intravenous or intra- SANDOZ alkali bromides, and _ is 
muscular methods, pain- therefore invaluable for 
less and non-irritating. bromide therapy indications. 


CHEMICAL WORKS formerly SANDOZ 


Basle, Switzerland 


Sole Agents: GUYATT & CO. Sydney. 


STOCKS AVAILABLE ALL AUSTRALIAN STATES 


E. P. KEOGH 


Indent Agent 


Hospital and Surgical Supplies 


Laboratory Equipment and Chemicals 


e 
WILL INDENT YOUR SPECIAL APPARATUS 
AND INSTRUMENTS 


118-126 Queen Street, Melbourne, C.1 
*Phone MU 2219 
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Between 
Australia 
New Zealand 


£ 


The new Union Line luxury vessel ‘“AWATEA” offers you the finest 


(t mode of transport between New Zealand and Australia. Among 
the outstanding innovations incorporated on this modern liner are a glassed- 
in promenade deck, a well equipped gymnasium, Men's and Women's Club 


Rooms, electric lifts, talkie equipment, foam baths, an inter-cabin telephone 
system, and facilities for radio telephone communications with land. 


UNION STEAM SHIP CO. of NEW ZEALAND LTD. 


LATEST Aeroplane- Metal 
Artificial Limbs 


LIGHT DURABLE 
COOL 


Fully guaranteed 


McKay Artificial Limb Co. Ltd. 


(Incorporated in England) 
(Sole Licensees for Self-Adjusting Ankle) 


19 EDWARD STREET, WELLINGTON, C.1 


BRANCHES AT AUCKLAND, CHRISTCHURCH AND DUNEDIN. 


pn 
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AND POST-OPERATIVE CARE 


CARL HENRY DAVIS, A.B., B.S., M.D., F.A.C.S., Says: 


“The immediate post-operative care in uncomplicated cases consists in 
maintaining the body heat, relieving pain, and supplying adequate 


fluids... 


“NOURISHMENT. Following major surgical procedures only hot water 
or hot tea with lemon and sugar should be given by mouth during the 
first 48 hours...” 


The Surgeon Says: 


“Tea contains Caffeine, an active principle which is used largely in 
medicine to tone up the tired heart, to tone up the tired vessels, and 
therefore to improve the blood pressure, and altogether as a general 
stimulant for depressing conditions. 


“The use of tea in debilitating diseases, as a beverage after debilitating 
operations and during convalescence, is therefore based on sound 


principles. 

“Thus, besides being a delightful beverage, it has a mild tonic medicinal 
at ' hy action, which perhaps is one of the reasons why it is the national English 
beverage.” 


1S TEA TIM 


ISSUED BY THE TEA MARKET EXPANSION BUREAU 


We Specialise in Private Homes, Hospitals, and Public Institutions 


FLOORS RECOGNISED 
OF AND 
ALL RECOMMENDED 
DESCRIPTIONS BY 
REPAIRED LEADING 
LEVELLED ARCHITECTS 
SMOOTHED FOR 
STAINED ALL 
AND FLOOR 
POLISHED RENOVATIONS 


BEAUTIFUL FLOORS —THE INDISPENSABLE REQUISITE TO HOME BEAUTY 
THE BRIGHTON FLOOR SURFACING & PARQUET CO. 


337 NORTH ROAD, CAULFIELD, S.E.8 Phone: U 4751 
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OPTICAL and SCIENTIFIC INSTRUMENTS 


MICROSCOPES 


New by Leitz, Seibert, 
Baker (London), 
Rosenbaum. 


Second-hand by leading 
makers. 


sories, Mounted Slides, 
Scientific and Nature 
Books. 


Microscopes purchased for cash. 


ELECTRIC DIAGNOSTIC SETS 
As illustrated. Also Ophthalmoscopes, Hemacytometers, 
etc. 
Particulars on application. 


Also Day and Astronomical Telescopes, Prismatic 
Binoculars, Survey and Mathematical Instruments, 
Barometers, etc. 


N. H. SEWARD PTY. LTD. 


“OPTICAL HOUSE”, 457 BOURKE STREET, MELBOURNE. 
(’Phone: MU 1997.) 


Our Full Catalogue Sent Post Free on Request. Write for Catalogue H. 


MEDICAL GYMNASTICS 


MEDICAL GYMNASIUM MEDICAL AND SURGICAL 
The Medical Gymnasium has all the latest MASSAGE Treatment of Injuries 
scientific appliances for treatment and _ re- The Medical and Massage Department at 


education of muscles and stiff joints after the Langridge School of Physical Culture is 

“od ‘ncludi equipped with all the latest appliances for 
treatment, including diathermy, radiant heat, 
machines for graduated exercise and re- hot air, galvanism and faradic current, 


education of every part of the body. ionization, hydro-electric, high frequency, 


Spinal Curvature, St 1 or Wry Neck vapour, electric light, and Zotofoam baths. 
Flat Chest, Flat Feet and all postural and HOME EXERCISES 


physical defects, Rheumatism, Neuritis, For those who cannot attend for personal 
Backache, Lambeus, Sciatica, otc. treatment, Mr. Langridge prescribes a care- 

fully graduated set of exercises, diet, hygiene, 
Fees on application. etc. 


Lang gridge School of Physical Culture 


278 GEORGE STREET (4 doors from Hunter Street). Telephone: B 7719—2 lines. 
(Exclusive Women’s Section at 254 George Street) 
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B-D Yale and Yale Luer-Lok Syringes 
Durable, Attractive BAKELITE Box 


Furnished without charge when purchasing a Yale Lwuer-Lok 
14 or 2 c.c. Syringe and Two Needles. Price of Syringe 
and Needles 9/-. 


Distributors in Australia: 
Elliotts & Australian Drug A. M. Bickford & Sons Limited, 


Limited, SYDNEY ADELAIDE. 
Felton, Grimwade & Duerdins Felton, Grimwade and Bickford 
Limited, MELBOURNE. Limited, PERTH. 
T. & E. (Surgical) Pty. Ltd., BRISBANE. 
OFFICE STATIONERY ? 

“Victory” Typewriter Ribbons, ““Goodwear’” Typewriter 


TYPEWRITER CARBON 


Carbon, Typewriter Paper, Banks and Bonds, etc. 
Duplicator Stencils, Inks, and Absorbent Papers 
Our Speciality! 


YOU CAN DO BETTER AT EMPIRE ! 


Empire Typewriter Supplies Co. ‘Phone BW 2375 
MALCOLM LANE, SYDNEY and prove it! 


Of the greatest importance— 


THE BRITISH ENCYCLOPAEDIA 
MEDICAL PRACTICE 


including 
MEDICINE — SURGERY — OBSTETRICS — GYNAECOLOGY 
AND OTHER SPECIAL SUBJECTS 
Under the General Editorship of 


SIR HUMPHRY ROLLESTON 
Emeritus Regius Professor of Physic, Cambridge; Sometime President of the Royal College of 
Physicians of London, 


AND ASSOCIATE EDITORS. 
IN ABOUT 12 VOLUMES — Price 52/6 per Volume 
Kept up to date by the Butterworth Supplementary System. 
SPECIMEN PAGES taken from Volumes I and I] and FULL PARTICULARS, including list of 


titles and contributors, are obtainable from the publishers. 


BUTTERWORTH & CO. (Australia) LTD. 


8 O'Connell Street, Sydney. 499 Little Collins Street, Melbourne. 
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The CAMP ‘TRANSPARENT WOMAN’ 
IS ACCLAIMED A SCIENTIFIC MASTERPIECE 


ERLEI LTD. is proud to present 

the “Camp Transparent Woman”, 
because of our years of association with S. H. Camp & Co. in the manufacture and selling of the 
7 famous Berlei-Camp Surgical Support in Australia. We are assured by this latest demonstration of 
scientific approach to the problem of modern Corsetry, that the organisation of S. H. Camp & Co. 
leaves no stone unturned in thoroughly understanding the physical benefits which may be derived 
from correct Corsetry. 


The Transparent Woman, which took over 14 years to complete, shows the fully developed female 
body with every internal organ equipped with a highly sensitive electric system which automatically 
illuminates the various portions of anatomy, as a trained Specialist lectures. 


Medical opinion in America recognises that this is a work deserving of highest praise. 


It was unveiled by Dr. Dean de Witt Lewis, Surgeon-in-Chief of the famous Johns Hopkins 
Hospital, Baltimore, WU.S.A. 


BERLEI LIMITED 


LONDON * AUCKLAND 


SYDNEY 
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QUINTESSENCE 


The Lancet - - - - - 
The Lancet - - - = - 
The Lancet- - - - - - 
Amer. Journal of Surgery- - 
British Medical Journal - - 
Proc. Staff Meet. Mayo Clinic 
Canadian Med. Assn. Journal 
Post-Graduate Med. Jourr 
South African Medical Jo 

i American Journal of Sur 
British Medical Journal 

Med. Journal of Austr 


* Complete 


FOR PROFESSIONAL TRI 


Abbott Lab 


Intravenous Anzsthesia 


Now Available 


FROM 
page 


PENTOTHAL SODIUM 


for 


REPORTS IN: 


422, Feb. 22nd, 1936* 
14th, 1936* 
21st, 1936 
1936 
9th, 1936* 
3rd, 1936 
1936* 


» 600, Mch. 
» 690, Mch. 
» 464, Mch. 
» 938, May 
» 360, June 

628. Tune. 


lowa State Medical Library 
HISTORICAL BUILDING 
DES MOINES, IOWA 
We hope you obtain pleasure and profit from the 
use of the lowa State Medical Library. You can 


increase its usefulness by returting your books 
promptly. We are pleased to be of service to you 


tion to 


pid in 


Borrower. Adults are entitled to draw books by 


filling out an application card fn with 
Number of Volumes. Two new books, or two 

new consecutive Journals, cannot be taken by one 

person. Students may borrow 3 volumes at a time, an be 

which are not renewable. 
short 
Time Kept. The period of loan is two weeks; 

older books may be once renewed. New books and 

Journals are not renewable. 
Forfeiture of Privilege. Loss of books or LY T 


journals without paying for same, defacing or muti- 
Jating material, three requests for postage without 
results, three requests for return of material without 
results, or necessity of asking Attorney General's aid 
to have material returned, bars from future loans 
Transients and those at hotels may borrow books 
by"depositing the cost of the book, or $5.00, which 
is returned when book is returned. 
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| The New SAFE Plan 
of Home Purchase 


HE NATIONAL MUTUAL Plan of Home Purchase not 

only provides a simple means of financing the building 
or purchase of a Suburban Home at an attractive rate of 
interest, but it also protects your liability for the unpaid 
balance by a Special Assurance Policy which entirely lifts the 
debt from your house at the end of a fixed period of years or 
in the event of your earlier death. 


THE PLAN HAS THESE VALUABLE FEATURES: 


1. A very liberal allowance 3. Many present schemes for 

of purchase price or cost will merely financing the purchase 

be advanced. of a home can with advantage 
be brought under this Plan. 

2. Fortnightly or monthly 4. The operation of the 

payments amount to little more Plan can be arranged for any 

than an ordinary rental charge. period up to 25 years. 


You are invited to make a personal or written 
enquiry to the Home Purchase Department of 


The National Mutual Life 
Association of Australasia 
Established 1869 Limited Assets Exceed £42,000,000 


BRANCHES THROUGHOUT AUSTRALIA AND NEW ZEALAND 
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